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FOREWORD 



Psychiatry aiul the Deaf is a unique contribution to the professional 
literature in an area in which knowledge and understanding are all 
too sparse. First, this work represents a pioneering step toward re- 
dressing the neglect which long has characterized psychiatric concern 
for the deaf. Second, the information within its pages is presented in 
a way that captures the vitality and spontaneity of spirited exchanges 
between knowledgeable professionals in the workshop of April 1967 
at the New York State Psychiatric Institute. 

Beading this report, with its free and informal style, .can impart 
to one the feeling of joining in the same philosophical movement that 
motivated those who actually attended the workshop. Hopefully, the 
material presented here will be transformed into working knowledge 
useful in providing mental health services to persons who are deaf. 
Hopefully, too, the availability of this knowledge will stimulate new 
programs to bring better care to more of those who need it. 

Of particular interest is discussion concerning the correction of 
misdiagnoses of hospitalized deaf persons and of the rehabilitation of 
the mentally ill deaf as exemplified by the State program in New York. 
Here is an encouraging and significant example of what can and must 
be done on a larger scale and in other areas. 

It is deeply gratifying to me and to my associates in the Social and 
Behabilitation Service that our agency had a part in this publication, 
and in the workshop which inspired it. 

Mary E. Switzer 

Administrator 

Social and Rehabilitation Service 



Editors' Preface 



This monograph reports a meeting unique in medical history. For 
the first time psychiatrists from all parts of the country came together 
to learn about, to discuss, and to exchange views gained from their 
psychiatric and psychological work with the deaf. Supported by the 
Ediabilitation Services Administration (formerly the Vocational Re- 
habilitation Administration) of the Social and Rehabilitation Service, 
the meeting was cosponsored by the New York State Psychiatric In- 
stitute and the New York University Center for Research and Train- 
ing in Deafness Rehabilitation. It was held at the New York School 
for the Deaf in White Plains, N.Y., the Rockland State Hospital in 
Orangeburg, N.Y., and the New York State Psychiatric Institute at 
Columbia University’s Medical Center in New York City. All of these 
agencies had long cooperated with the Institute’s Department of Medi- 
cal Genetics as that Department pioneered in developing— and then 
gradually extended — its network of psychiatric services to the deaf. 

Interchange was lively and enthusiasm high throughout the con- 
ference. Doctors who felt they had been working in the dark were 
excited to find others who shared their interest, and they were quick 
to take advantage of the chance to learn from each other, share their 
difficulties, and gain in experience. 

In preparing the manuscript, we have tried to keep intact this feel- 
ing of excitement and discovery by reporting the meeting as it un- 
folded. The first day included visits to the New York School for the 
Deaf and to New York’s unique inpatient unit for the deaf at Rock- 
land State Hospital. At both places there were presentations of the 
psychiatric programs designed for the particular setting, presenta- 
tions of special individual material, and plentiful discussion from the 
participants; all of this has been regained, from introductory remarks 
to questions and responses from the floor. The result reads more like 
a play than a text, and we hope that the reader will find it easier going 
than he would if the material were more bookish. 

The second day (at the Psychiatric Institute) was given over to 
theoretical and organizational matters presented by the staff of New 
York’s project for the deaf, and to various aspects of their own ex- 
perience volunteered for discussion by the participants. Here too we 
have tried to hold to the informal feel and discursive sense of the 
original meeting. It is our belief that the most abstruse concepts of 
theory and practice can generally be expressed in terms understand- 
able to all. To reclothe them, for publication, with formal professional 
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jargon and a scholastic veneer would fail to convey the very spon- 
taneity and b asi c .sense of interest that was the heart of the conference 5 
it would also limit the readership to dedicated scholars and self- 
punishing insomniacs. We will have reported this conference ac- 
curately only if you sense the vitality of the area and fleetingly wish 



y.jn Ii”-i been there. 

We would litre to acknowledge the assistance of Drs. Boyce Williams 
and L. Deno Seed of the SRS and the effective efforts of Drs. Edna 



Levine and McCay Vernon who formed, with us, the pl anning com- 
mittee for the conference. Miss Mima Cataldo and Mr. Steven J ohnson 
worked iinstintingly in handling all administrative matters and ar- 
rangements, and Hella Freud Bemays assisted with the editorial task. 
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Background and History of 
New York State Mental Health Program 

for the Deaf 

Dr. John D. Rainer 



Dr. Rainer: 

I want to welcome yon to this genuinely historic conference de- 
voted to a new psychiatric subspecialty- a co nf erence which, has b een 
too long in developing. We are meeting this morning at the New 
York School for the Deaf in White Plains, N.Y. where we will be 
able to see the children, the school, and part of our program in action. 

This is the first time, I believe, that a group anywhere approaching 
this size of psychiatrists specifically interested in the problem of 
psychiatry for the deaf has gotten together. I think of this workshop 
today as only the ground breaker, the first among many gatherings 
of our profession devoted to psychiatric concern with the deaf. Let 
me begin by telling you how my colleagues and I visualize these 2 
days, what we hope will happen, and what our plans are. We want, 
above all, an interchange of experiences, of ideas, and of questions 
among all of us. The history of psychiatric concern for the deaf is a 
recent one, and we have much to learn from one another. 

A little over 10 years ago, with Dr. Edna Levine and the late Dr. 
Franz Kall m a n n, we first set up a psychiatric research project and a 
clinical program for the deaf. At that time we were very much aware 
of the total lack of information about the deaf that existed on the part 
of psychiatrists and mental health agencies. We ourselves had been 
drawn to an interest in the deaf because of our experience in marriage, 
parenthood, and family counseling, and also because of our research 
on the etiologic and contributing factors in mental illness. With the 
exception of Dr. Levine, who had been working with the deaf for 
many years, we came to this field from the outside. We were surprised 
to find a complete absence of psychiatric facilities for diagnosis and 
treatment of the deaf. Indeed, the very size of the group of deaf per- 
sons in New York State was not known. 

For over a century, of course, rehabilitation specialists and educators 
had been working with the deaf. They knew that early deafness creates 
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unique adjustment problems. Psychologists were already dev i s in g bet- 
ter ways of measuring intelligence, thinking, and maturity of the deaf, 
and were beg inning to tackle the emotional and feeling aspects as 
well But the pathway to an understanding of psychiatric symptoms 
a.nfl to the d elin eation and availability of treatment, as well as to psy- 
chiatric care on an individual or group basis, was blocked by for- 
midable communication obstacles. Even at the time, though, it was diffi- 
cult to see why an area so rich in theoretical and practical problems, 
involving a group so deserving and needy of psychiatric help, was so 
grossly neglected by our profession. I suspect that it was more than 
just neglect, that there were some more subtle anxieties among us that 
accounted for this lack. 

Let me illustrate by a brief anecdote : When our first hook came out, 
“Family and Mental Health Problems in a Deaf Population,” the 
Library of Congress, in printing their usual index cards that are sent 
to libraries throughout the Nation, had listed the project as “Mental 
Health Project for the Death.” They hastily corrected the misprint, 
of course, but somehow, I felt it was a meaningful slip. The soundless 
world of the deaf was equated, unconsciously, by many persons, with 
lifelessnees, with impenetrability, and with hopelessness regarding 
vital human contacts. 

In the retrospect of 10 or 12 years, this attitude, fortunately, seems 
quite remote. How different it has been for all of us who have ventured 
to explore this territory. In our very first visits to State hospital wards, 
moving fr om building to building in search of deaf patients (many of 
whom had been there for decades) , it was inspiring to us as well as 
to the patients, that, with, our newly-acquired s k i ll s of manual com- 
munication, elementary as they were at the time, we were able to see 
the awakened contact, the chance to talk and to listen, of persons who 
had not communicated with anyone inyears. 

All of those connected with our program, from psychiatrists to ward 
attendants, have experienced a fascination and have developed a dedi- 
cation and a loyalty which I believe could not have been predicted in 
those days. Perhaps those feelings were engendered by the inherent 
interest of the work, perhaps by the challenge of doing the seem- 
ingly impossible, or by the gratification of success, or by some special 
emotional satisfaction we found in reaching the deaf. In any event, all 
of us who have worked with these patients became inspired by the 
feeling that we are part of a special group who are privileged to 
do the job. I think this feeling which we have noticed, as new people 
joined our staff, is something which bodes well for the future of 
this work in any of the areas or the States or the regions where all 
of yon are beginning to work with the deaf. 
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Among the participants her© are some who have had c onsi derable 
experience with the deaf, some who are now engaged in programs for 
the deaf, and others who have been called upon to consult or are con- 
nected with State mental hygiene or rehabilitation programs serving 
the deaf. In the course of these 2 days, then, we hope that you will get 
some idea of our own mental health program, which started as that 
research and pilot clinical program in 1955. 

In the first phase of our work, we found out all we could about the 
adjustment problems, the family problems, the sexual problems, the 
vocational problems, of the deaf population. We gathered many sta- 
tistics on them. Wo studied the genetics of their deafness. We re- 
viewed the lives of deaf achievers, those who had achieved professional 
status despite their handicap. In the clinical area, we set up a pilot 
clinic in which we saw over 250 patients in those years. Finally, we 
surveyed the State hospitals and found there were almost 250 deaf pa- 
tients among the 100,000 patients in our Hew York State mental hos- 
pitals. In the course of this work, we evolved some thoughts on psy- 
chiatric examination and psychiatric diagnosis, we developed some 
methods of psychotherapy, and we formulated the need for an in- 
patient psychiatric program for the deaf. 

Many of these matters you will be hearing about tomorrow. This 
afternoon at Rockland State Hospital you will see the inpatient pro- 
gram, the second phase of our project which began in 1963, where we 
have a 30-bed ward to which deaf patients can be transferred from 
other hospitals or admitted directly from the community. You. will 
have a chance to see the patients, the group therapy program, the 
occupational therapy program, and the entire ward arrangement. This 
inpatient service as well as the outpatient service are now established 
as an integral part of the Hew York State Department of Mental 
Hygiene, and may serve as a model so that you may learn from our 
successes and benefit from our mistakes in setting up similar programs 
on your own. 

The third phase of our program, presently supported by the United 
States Vocational Rehabilitation Administration, has to do with ex- 
tending the program in two directions, rehabilitation and prevention. 
Rehabilitation has to do with assisting patients in their efforts to live 
and work in the community during or after their formal treatment. 
Prevention deals with mental hygiene in the early years and brings 
us directly to the schools — that is the main reason we are here this 
morning. 

The deaf child is probably more dependent on the school, and de- 
pendent at an earlier age, than the hearing one, and hence, especially 
for those of yon who have not had too much contact with schools, we 
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mil begin our demonstration with the educational aspects. Ton mil 
have a chance to observe the early cradle — if you will — of the develop- 
ment of the deaf child. Dr. Roy Stelle will tell you about the school 
setting, and then Dr. Altshuler will open a session on the pre\ entive 
psychiatric programs at the school level. 

Following this discussion, you will hear from a panel of deaf adults, 
discussing their own lives and concern with mental health and adjust- 
ment. After lunch here at the school, we will proceed to Rockland 
State Hospital, for a demonstration of the inpatient service. Tomorrow 
we meet at the Psychiatric Institute. There we will have more de- 
tailed presentations of theoretical, diagnostic, therapeutic, and the 
organizational aspects of work with the deaf. 

Tomorrow, those of you who have expressed the wish to do so, will 
be called upon. Time is also allotted tomorrow for discussion, and this 
will probably be the most important part of the meeting. Perhaps 
others of you would also like a specific chunk of time — perhaps 5 to 
10 minutes— to tell the rest of us a bit from the platform of what you 
are doing. "We want all of you to participate, to ask questions, to add 
to the discussion, both in the formal group and informally during 
the day and evening. In that way we can have a genuine workshop and 
really plant a seed for the future. 



Introduction to the School Program 

Dr. Edna S. Levine 



Dr. Levine: 

When I first entered the field of deafness as a clinical psychologist, 
a number of years ago, my major responsibility was to hew clinical 
paths, both in service and research. At that time it was a pec uliar ly) 
monodisciplinary field — for educators exclusively. Another major re- 
sponsibility, therefore, was to recruit new disciplines. I thinlr our 
major achievement was to recruit psychiatry, at that time in the person 
of Dr. Franz Kallmann, and now his staff, Dr. Rainer and Dr. 
Altshuler, who are continuing his pioneer work. 

We have waited long for this meeting, and have anticipated much 
from it. We wish to express how very welcome you are in this field, 
and how much we hope you will stay in it. 

For decades the school has been a major influence in the lives and 
development of deaf people. In looking back to the educational meth- 
ods formerly used with the deaf, you would have seen each pupil as 
an individual more or lees encased in his own little glass tomb. Per- 
haps only then you might begin to appreciate that today’s children 
don’t show what deafness is, nor the true implications of what being 
deaf means. 

It is strange to see happy children, as you will here, behaving the 
way ordinary children do in regular schools, and yet to realize that 
these children are quite different from those that yon see in regular 
schools. Nevertheless, they are different — and I think in the course 
of the discussion we will arrive at some of the implications of this 
difference. 

Suppose we begin by concentrating on what deaf people are exposed 
to regarding personal, scholastic, and social development in the course 
of their school program. Here to tell us and show us is Dr. Roy M. 
SteUe, superintendent of the New York School for theDeaf. 
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History of New York School 
for the Deaf 

Dr. Roy M. SteUe 



Dr. SteUe: 

First, I wish to welcome you all to New York, and especially to 
the New York School for the Deaf this morning. 

The New York School for the Deaf, the second oldest school for the 
deaf in the United States, was chartered April 15, 1817, and opened 
classes the following year. The first classes were held in New York’s 
City H all. It was Rev. J ohn Stanford, then chaplain of the Almshouse 
in New York, who saw the deaf children in lower Manhajfjin, felt the 
need, and realized that something should be done for them. He inter- 
ested some influential people, including DeWitt Clinton, who later 
became governor. It was he who became the first president of our 
board of directors. 

Since then, the school has had four different locations, having 
moved from the city hall to 23d Street and from there to 50th Street, 
where Saks Fifth Avenue is today. In 1856, it moved to the area where 
the Columbia-Presbyterian Hospital is today, and there it stayed until 
1938. By that time, those buildings were pretty well worn out. The sur- 
roundings were becoming too much of a city for the school, and so it 
moved out here. And we have been here ever since. 

The buildi ngs .were all built in 1938, with the exception of the pre- 
primary building, which was completed just 3 years ago, as was the 
gymnasium, including the swimming pool. 

There are many exciting things that we are just getting started on 
here, one of which is our experimenting with cued speech with the 
children. You may not yet have heard of cued speech, but you will 
probably hear something about it today, and get a chance to talk 
about it. 

We have arranged this morning so that you may get a quick, bird’s- 
eye view of the school. We will return here at 11 o’clock for further 
discussion and the rest of this morning’s sessions. 

£/ T 



Tour of the School 

and Demonstration of Educational Techniques 
at Various Age Levels 



The tour of the school included the preprimary division, the ele- 
mentary school, and the high school The preprimary division, housed 
in a separate building, provided the visitors with a bird’s-eye view of 
the art class, regular instruction classes, and speech training. In the 
elementary school, regular grade instruction was seen. High school 

classes m English, geography, mathematics, social studies and chem- 
istry were visited. 



Dr. Earner: 



We will now resume our workshop. Up to now you have really seen 
half of the background of mental health, the school part of it. You 
have seen the regular functioning of the educational system. The other 
half is in the home. 

We are here, though, in our capacity as psychiatrists, especially in- 
terested in emotional problems of which you may not have seen too 
many in the classrooms as you went around. Dr. Altshuler will now 
take over and describe to you the preventive psychiatiy program which 
we have initiated here at the New York School for the Deaf. 



The Psychiatric Preventive Programs 
in a School for the Deaf 
Dr. Kenneth Z. Altshuler 



Dr. Altshuler: 

Let me begin by telling you something of how our preventive pro- 
gram came into berng. 

We all know, of course, that the neurotic disturbances that we see 
in character and adjustment in adults have their roots in early ex- 
perience in the family grouping, and generally evolve within that 
grouping. Usually, the first time children become available to influ- 
ences from without is when they enter school. That deaf children re- 
quire the maximum use of this opportunity should be self-evident. 
They are in isolation 5 also, the confusion and distress of the parents, 
in the face of the handicap and the need for the children to mature in 
the presence of a severe limitation, have been well documented. 

It is of interest in this connection that one of our earliest studies 
of deaf c riminals and delinquents indicated that their behavior nad 
been visibly disturbed early in the school years, and that there were 
many times at which it seemed that if some suitable kind of interven- 
tion had been available, their subsequent criminality may perhaps have 
been averted. 

Our first experience in the outpatient clinic with a number of stu- 
dents who were referred from various schools, led us to try to explore 
a little the needs within the school. Ur. S telle was good enough to let 
us come here to the New York School for the Ueaf, and Ur. Earner 
and I undertook a series of consultations during the school years 1963 
through 1965. 

During that tim e we saw about 40 students for individual evalua- 
tion; it was necessary to see almost all of them more than once. What 
we did was to try to outline a program of treatment or environmental 
modification for them, as indicated, and the school psychologist, Mrs. 
Mary Minor, together with the social worker, Mr. Norman Jacoff, Dr. 
Earner, and myself, formed a kind of mental health team. Mrs. Minor 
and Mr. Jacoff would carry the recommendations into action, and keep 
tabs on what was being done, so that we were able to get some kind 
of followup without having to see the students every week. 

to/ 11 
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Of the pupils referred during that period 16 represented behavior 
disorders, and 14 children what you might call incipient character 
problems. There were another three with mental deficiency, and four 
who were childhood schizophrenics. On the basis of our experience we 
firmly believe that at least eight of the children were enabled to remain 
in school only because of the intervention of the team. 

The problems we saw were what you would expect in any group of 
school children. There were poor academic performance, disciplinary 
problems, temper tantrums, hyperactivity, stealing, and sexual mis- 
behavior. But we found, also, that there was a very curious lack of 
what you might call camaraderie, the kind of group sense that you 
come upon so often in hearing kids and young adolescents. This is the 
spirit epitomized most clearly in youthful gangs. These deaf children 
seemed to be more separate from each other, less involved with each 
other’s feelings, less together. 

It also became clear that a number of the children knew some of the 
rules for living, but that the subtler nuances of the reasons for rules 
and mores were lost to them, because of their diffi culty in under- 
standing. Some of their qualities of personality resembled certain 
aspects of the behavior which we have also seen in deaf adults. We 
will be talking more about that tomorrow. 

There was also a considerable interest, and a great deal of active 
experimentation, in sexual function, but there seemed to be an abysmal 
lack of any kind of codified knowledge about reproduction, and again, 
about the reasons for responsibility in this area. 

During the second year we thought we might try an innovation and 
see several students at one time in a group, with the idea that we 
might use the group experience to help them begin to feel more about 
what was going on in the other person, and to explore the potential 
for interaction between them; in addition we hoped' to define, and 
help with, any common problems, preoccupations, and concerns. We 
thought also that -there might 'Be some possible age- or sex-specific 
differences in the patterns of thinking that we could come upon. 

A collection of boys between ages 10 and 12 with whom we started 
seemed virtually unable to form any kind of group. They all remained 
individuals, each one of them clamoring for the doctor’s attention. 
They were entirely uninterested in each other. We tried them for four 
or five meetings, but as we had only a limited amount of time, we 
decided we would stop with this group and start with an older group 
instead. 

We then began two older groupings of boys 13 to 16 and girls 
13 to 15. The boys’ goup gradually developed some kind of group 
identity and mutual awareness. The change was definitely in response 




SCHOOL PROGRAM 13 

to the doctors’ management of the group. I doubt- that it would have 
developed spontaneously. 

For example, at first they behaved very much as had the younger 
boys, quite uninterested in one another. If the doctor referred a ques- 
tion which one boy raised to one of the other boys, there would be an 
indifferent shrug or off-the-cuff response without any attempt to see 
what the other person meant or was concerned with. Slowly, how- 
ever, this indifference yielded, when the doctor began to point out 
several areas that seemed to be of concern to all the members of the 
group. 

One of these areas that was most striking was a preoccupation with 
violence and retaliation. These kids were all very nonverbal and read 
very little. “While you would think they would ordinarily be quite 
uninformed, it was surprising to us, that when one Sunday a local 
paper carried a picture of a boy who had accidentally shot his younger 
brother, each of the six or seven boys in the group had paid attention 
tc that picture and had insisted on some explanation from their own 
family of what had gone on. 

This topic really sparked the first lively interchange within the 
group. Each boy seemed surprised to be made aware of how interested 
every other boy in the group had been in the same event. It began, 
I think, to develop in them more of a group sense. 

Later on we noticed something else. One little boy in the group had 
transferred only recently to the school and was having a pretty rough 
time of it; he was b eing picked on and he was complaining about it. 
We asked one of the other boys there, who was bigger and huskier, 
what he thought about it, and he said he too had transferred the year 
before and he had been through that road himself. Now that he had 
been here for a year, it was much better. 

An d so we ultimately suggested that the older one could perhaps 
advise the younger one, and even in a way 'take over as a big brotner 
or a helper. At this suggestion, they were both very surprised. It 
would never have occurred to them. From the suggestion there devel- 
oped a rather close friendship, and, needless to say, the younger 
smalle r boy, who was now well protected, found his going a little 
easier. 

The girls’ group, from the outset, was much more communicative. 
The girls seemed more aware of each other, and somewhat more capa- 
ble than the boys’ group in certain areas of abstract thinking. For 
example, the boundaries between borrowing and giving and stealing 
were less blurred among the girls than the boys. Although both groups 
were concerned with sexual exploration and its consequences, the girls 
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seemed to show a more farsighted interest in defining their future roles 
as wives and mothers. 

As a result of this experience, we incorporated into our present 
program, which began about a year ago, a design for the continuation 
of group work at the school. We chose adolescents to begin with, 
because of our finding that the younger boys were slower to come into 
a group form. We also hoped to be able to supply to the group what 
we thought was needed information about the rules and the roles of 
growing up, and to instill some sense of that mutual concern and 
responsibility. And we wanted to do this at a time when it could best 
be integrated by the youngsters. 

You will hear more about this experience tomorrow, when Dr. Sarlin 
will discuss it, and will show, also, a television tape that we made of 
one of the group sessions. 

We also held conferences with several of the teachers, reviewing the 
problems of each class, and with the cottage parents whose responsi- 
bility has traditionally outpaced their status within schools for the 
deaf. We are convinced that properly informed, conscientious cottage 
parents can be effective parent surrogates; they do have a great deal 
of responsibility for the children, and if they are helped to fulfill this 
responsibility they can become, in time, valuable psychotherapeutic 
assistants. 

Finally, we undertook group meetings of parents. Here we took two 
different age groups of parents, that is, their age groups defined by 
the ages of their children. We took the group of parents who had 
younger children in the five-, six-, and seven-year range, and we took 
another group who had older children who were adolescent. As we 
began, we didn’t know what we would find, but we thought this field 
was worth while exploring. 

A number of interesting things came up ; for example, when we were 
discussing how you handle the deaf child in the family if the family 
is going to go to a movie. The parents had quite a discussion about this. 
Does the mother of the family stay home alone with the deaf child 
and the father take the other two to the movie, or do you take all three 
together? And what do you do when the child becomes bored and 
disruptive? I think it is through this kind of discussion that one really 
gets a sense of what it is to have a deaf child in the family. A myriad 
of day-to-day crises come to light as the parents kept trying somehow 
to handle the rest of the family, and at the same time do the right thing 
by their deaf child. These groups were led by Dr. Sarlin, who is here 
and who will be happy, later on, to answer may questions about them. 

We became aware that the parents have a rough road to travel. The 
parents of the younger children met our efforts with an enthusiasm 
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which seemed born out of their own hunger and need for some kind 
of chance to discuss their problems and to get some support from the 
views of other parents, and perhaps also from whatever magic or 
vigorous nodding of the head we might supply. We found that the 
parents of older children had already come a considerable way on 
their own; they proved a bit more difficult to work with, because they 
had already developed ways of dealing with the children and the 
problem, and they also had a vested interest at this time in denying 
any problems of their own which may have limited their effectiveness 
as parents. As a result there is a greater tendency in this group to make 
more demands on the school and to blame the various agencies for 
whatever failings there may have been. 

One finding that I think was really striking was the statement from 
a couple of parents that both they and the children go through a really 
ago nizing reappraisal at the time of early adolescence. It is at this 
time, that the deafness becomes most clear as a handicap. It is the time 
at which socialization really begins, and suddenly it is not enough 
if the kids can play ball with the other kids on the block. Now the 
boy-girl interests come up, and their child is virtually excluded. 

It is a time at which the deaf adolescent and the parents have really 
to come to grips with the limitations that are involved in the handicap, 
that is, they become aware thalt all the hopes and the promises that 
this child would have normal speech, that he or she would be able to 
get along on a par with any of the hearing children, are quite likely 
to be dashed. Such straits require a great deal of reworking of the 
parents’ feelings of inadequacy, as well as rekindle hostilities toward 
the various agencies which seemed to promise earlier that education 
for the deaf child would solve everything. 

The parents who brought this out said they had found the most 
solace thr ough discussions with other parents who had been through 
it themselves; these others provided support for the fact that the par- 
ents had not been at fault, but that probably the difficulties were 
inherent in the condition. 

As a result of these discussions, I think we may well mix the groups 
up a bit in the future, so that some of the older parents can com© in 
and talk with the younger ones, and perhaps we can lay the ground- 
work for avoiding what would otherwise be an even more painful 
experience. Our hope is, also, that the work with the younger group 
of parents will make this transition period easier. 

Dr. Rainer, Dr. Sarlin, and I will try now to answer any questions 
you may have. 
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Discussion 



Question: 

Do you give some genetic counseling in regard to future babies, and 
the possibility of more bearing deficit? 



Dr. Altshuler: 

That is one of the things we hoped to get to in the groups. I am 
not sure it has been dealt with y et. 

Here is one of the interesting things we found in our first survey - 
We interviewed about 300 deaf people and their families, and one of 
the questions we asked was ' Would you rather have, or have had, a 
hearing child or deaf children? Almost unanimously they said that 
they would rather have had hearing children. Occasionally someone 
who already had a deaf child would say, “We’re happy to have a deaf , 
child.” But generally, where a choice was presented, they expressed 
an interest in having hearing children. Yet, when we asked them, for 
example, about the hearing status of their husband, whether he was 
congenitally deaf or had acquired deafness, and whether this made any 
difference in their choice of mate, or whether they thought it ought 
to make a difference, they indicated a total lack of any sense that this 
would have anything to do with the deafness of the children. 

Obviously, this is some thing which has to be met. Dr. Withrow of 
Illinois tried to develop a curriculum in which he instructed the chil- 
dren in genetic principles and in principles of sexual reproduction. 
He was very fortunate, because he had a young couple who were teach- 
ing the class, and the wife got pregnant during the course of the year, 
so there was much the children could learn in quite a natural way. 

We have increasingly had, in the outpatient clinic, people coming 
in with questions about whether they should marry someone who is 
deaf, and what about the likelihood of deafness in the children? Of 
course this depends on the particular type of deafness. This attitude 
of healthy questioning grows as more people become aware that such 
questions exist. 
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Dr. Rcdrxr: 

It is not easy to answer that question, because the genetics of deaf- 
ness has not as yet been fully elucidated, although a great number of 
people are giving attention to it now. 

Our program began under the direction of Dr. Franz Kallmann, 
who was a foremost geneticist. In that study, Dr. Diane Sank, a mem- 
ber of our staff, reported in a chapter in our first book, 1 that about half 
of dea fness was altogether genetic, the other half being sporadic, prob- 
ably acquired in early infancy. Of the genetic half, about three- 
quarters is recessive, the other one-quarter being dominant in 
transmission, sometimes part of some special syndrome such as 
Waardenburg’s syndrome. 

Even in those with recessive deafness there seemed to be maybe 30 
or 40 different genes involved. You cannot even say to two people, both 
hereditarily deaf and with deaf siblings, that marrying each other will 
necessarily produce deaf children. Sometimes they do have one deaf 
child after the other ; sometimes they don’t. 

Most deaf children, in fact, are bom of the marriage of two hearing 
parents, who may but usually do not have any deafness in the family. 
About 10 percent of deaf children, however, do have deaf parents. 

Until one really has a positive test for the particular gene involved, 
it isn’t too easy to give definitive advice except that hereditarily deaf 
person's should not marry cousins. Nevertheless, at this stage of our 
scientific knowledge, probably one should be advised to try to avoid 
marriage between two persons with recessive hereditary form of 
deafness. 



Dr. Altshuler: 

There is even a problem in knowing precisely what the type of deaf- 
ness is that the person has. When we inquired “How did you become 
deaf?” of 300 people, we very often met with the response that “I 
fell on my head,” or “I fell off the table.” You don’t get deafness that 
way, any more than you get syphilis through the genes. When you 
ask further, “How do you know that?” they frequently say, “My 
mother told me.” Here again, more and more questions begin to be 
raised as one is able to get individuals better educated to the fact that 
such problems exist. 



1 Rain er, J. D., Altshuler, K Z., Kallmann, P. J. and Denning, W. H. (eds.) Fanify 
Mental Health Problem* in a Deaf Population. New York State Psychiatric Institute, 
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Question: 

In your group work with the deaf, children and parents, did you do 
all the c ommuni cating yourselves, or did you have an intermediary in 
any way? 



Dr. Altshuler: 

We do the co mmunic ating ourselves. Dr. Sarlin has been running 
the groups of late. We have the assistance of Mrs. Minor and Mr. 
Jacoff, who are skilled also in manual language, so that if we miss 
something, they pick it up. 

One of the things we are contemplating now is getting a television 
setup whereby we would have a chance to review what has gone on in 
the groups, to see whether what we think happened actually did hap- 
pen, or whether something in addition happened that we may have 
missed. I think this would increase the correctness of our observations, 
and it would at least provide a check of them. 



Question: 

By working with the parents of 5- and 6-year-old deaf children 
have you been able to bring about any realization at all or a greater 
realization of the implications of deafness, so that these parents won’t 
wait rmtil their children are adolescent before they are aware of the 
real impact of deafness? 



Dr. Altshuler: 
We are trying to do that. 



Dr. Sarlin: 

Tn our efforts with the parents of the younger age group, we find 
that they talk a great deal about their feelings at having a deaf child, 
what it means to them. One of the points we try to get across to them 
is that deafness is a limitation, that all of us have limitations to some 
extent, and that it has got to be accepted. We also encourage them 
as best we cjtn to communicate with their children by whatever means 
they have available. We have found that some, after many years of 
discouraging the use of the sign language, realize that perhaps there 
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is value in learning it. Seme of tlie parents have requested books on 
how to learn the language in order to be better able to communicate 
with their children. I think there have been some satisfying results 
from this as the children cease to be strangers and the handicap be- 
comes less foreign. 



Dr. Altshuler: 

We have tried also to modify the parents’ hopes. I think the way 
one does this is not with a sledge hammer, but gently, rather, over a 
period of time; for example, we indicate the statistics of the likeli- 
hood of clear speech developing, and from time to time bring out what 
the average level of function of these children is when they graduate 
from a school for the deaf. This can serve to stimulate discussion — 
that the level of function is not as high as it is among children who 
graduate from regular school. These things come out in a way that 
we hope will make that adolescent period easier on everybody. 



Dr. Schlesinger : 

In San Francisco one of the ways we found that might help that 
problem is to take ENT doctors who never meet any adult deaf to 
the special schools. All those I have taken there have decided to change 
their overoptimistic advice to parents of newly-discovered deaf young- 
sters. They had formerly given very unrealistic expectations and had 
helped to provide some of the distortions wliich the parents were only 
too glad to hook on to. 



Dr. Rainer: 

What we find is that in the beginning the parents start out with 
an overoptimistic picture, perhaps fostered by some poor advice they 
have gotten, and gradually, as the youngsters get into the difficult 
adolescent stage, they end up being overpessimistic. One has to try 
to even it off at both ends. 

We have been pushing this program for practical reasons, only as 
far back as the parents of preschool children, but this isn’t really far 
enough. We have to make it available to the parents of very young 
children just as soon as they find out their difference, at the age of a 
year or so. I believe some of you already have programs in wliich this 
is being done, in which somebody goes to visit parents of known deaf 
children at an extremely early age. 

296-S69 0 — 68 3 
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Dr. Bothstein: 



Ours is called the Deaf Baby Program and is operated through the 
public school system. Attempts are made to put appropriate hearing 
aids on the children as soon as the diagnosis is made. There are now 
20 such babies in the program, about 18 months of age, and the pro- 
gram also attempts to provide counseling and support for these par- 
ents. It has been in operation for only about a year, so I cannot report 
just how it is doing. 

Dr. Mindel: 

We have been at it for less than 1 year, so there is really not a great 
deal to talk about. W6 are working through the Hearing and Speech 
Clinic at Michael Reese Hospital, and see parents who come through 
there, also deaf children. Our interest there is in charting the dynamics 
of dealing with the disabled child, in the behavioral patterns, the play 
patterns, of this kind of child. 



Dr. McQuaid: 

We have a program in Dublin, Ireland, which is modelled on the 
English development of a register of high risk babies. Burt Sheridan 
has been successful in setting this up in our charity hospitals. We are 
trying to establish a list of children who may develop deafness. This 
is for early intervention. We think it is important to get at potentially 
deaf children just as early as possible. 



Dr. Altshuler: 



This is very good to hear. 



Question: 

One of the aims of the general program for the deaf is to prevent 
deafness and to control deafness as a genetic factor. Is this one of the 
aims of your program, to control deafness as a genetic factor? 



Dr. Altshuler: 

Those parents who come for advice are given the likelihood of re- 
sults in their issue. In our discussions with them, we try to help them 
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to decide, but we do not attempt to influence their choice of marriage 
partners. We believe that they are entitled to make their choice on the 
basis of as much information as possible and full awareness of what is 
likely to ensue. 



Question: 

Do you find many of the deaf youngsters being sent to schools for 
the mentally retarded? What facilities do you have in this area for 
the mentally retarded deaf child? I found this common in Boston: 
Many of the deaf children, because of the lack of information about 
schools for the deaf, had parents who tended to think of them as 
mentally retarded and so sent them to a school for the retarded for a 
number of years. 



Dr. Lemne: 

It has happened here, but in our board of education schools for the 
deaf in New York City we do have classes for those who are termed 
mentally retarded. I always hesitate to designate them as such, be- 
cause some of them are actually functionally retarded. We also have 
rather an unusual development in the board of education, where we 
have the multiply-handicapped or aphasic or language-disordered 
type of child. In Manhattan we have one school entirely for that type 
of child, and now other schools are being developed in the other 
boroughs of New York City for that type of child. 



Dr. Brwimmit: 

I am from the school you mentioned in Manhattan. We have quite a 
bit of difficulty trying to get a child into this school, which has over 
600 pupils. What is the breakdown or source of the children you have 
in this institution? Since we have only poor parental response, I won- 
der how large is your parental group and what percentage of your 
parents are really active in your parental groups? 



Dr. Altshuler : 

Let me answer the last part of your question. Our parental groups 
are still experimental and because of time limitations we have only 
two so far. What we are trying to do is something that will be essen- 
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tially of a demonstration character and that we hope can be expanded 
if there is any indication of real success. 



Mr. Jacoff: 

In this school we have 275 children, running the whole age range 
from the 3y 2 -year-olds, all the way up through our ]maov - senior Lug 
school program., where we have youngsters approaching 19 and 19%. 
To come back to the selection of parents for these groups it was our 
original idea to try to have both parents come to the meetmg if pos- 
sible; if a group meets during the daytime, you get mamly mothers; b 
is virtually impossible for fathers to come during daytime hours. That 

is why we planned evening meetings. . . . , 

Incur selection of parents, we deliberately invited those forboth 
the younger and the older groups who we felt and knew would be 
interested enough to participate. To start the program we wanted to 
insure having people who were motivated and concerned about their 
children, who had the time, who would be able to get a babysitter, who 
would be free on Wednesday evenings, and so would be able to come 
Tn this sense the selection was not entirely a random one. 



Dr. Brwrvmit: 

I am interested in the philosophy behind the selection of the chil- 
dren. Where are you getting the pupils from? Do they come primarily 
from New York City or from the local area? 



Mr. Jacoff: 

This school serves an area that includes New York City. Of the 275 
children, 110 or 112 live in one of the five boroughs. The rest live 
either out on Long Island or in upper New York State, as far up as 
Albany. In the area we serve, we have about 83 or 85 day children in 
Westchester and Rockland Counties. These children do not live here 

but come each day by bus. 



Question: 

Are you working with any families where both parents are deaf? 
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Dr. Altshuler: 

No, we have not done that yet. We hope in the fall to establish 
another group which will include parents who are themselves deaf. 



Adjustment Problems of the Deaf : Panel of Deaf Adults 

Mrs. Frances Friedman 
Mr. Max Friedman 
Mrs. Naomi Leeds 
Mr. Alan Sussman 



Dr. Levine: 

It gives me particular pleasure at this time to introduce to you a 
panel of deaf adults. All of them are leaders in the field of the deaf, 
some in the community in general, and they will bring you their own 
observations, experiences, and thoughts. First let me introduce Airs. 
Frances Frie dm an, who is associated with the Grolier Publishing 
Company. 



Mrs. Friedman: 

My name is Frances Friedman. Mine is the story of a hard-of-hearing 
person who has shunted among three worlds — the he ar i ng world, the 
hard-of-hearing world, and the deaf world. 

At the age of 18 months, through an accident, I lost the hearing 
completely in my left ear. For some unknown reason, 50 percent of 
the bearing in my right ear was affected, but it was not known until 
I reached the age of 6, when the teacher noticed that I was not re- 
sponding when my back was turned to her. The doctors found that 
I was very hard of hearing, and advised my parents to send me to a 
school for the deaf. My parents took me to one in New Jersey, and as 
I did not get a very good impression of that school, they decided to 
let me go to regular schools, and see how tilings went. 

I attended regular school until my third year in high school, when 
I found the going rather rough. I was advised to go to a school for the 
deaf in Eochester, N.Y. I went there for 1 year but found that they 
could not teach me any more lip reading than I already had. I had a 
natural aptitude for lip reading, which seemed to have come to mo 
from the very beginning of my hearing loss. I went back to regular 
high school, graduated, went on to Cornell University, stayed for 
1% years as a special student for the liberal arts, and then transferred 
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to the University of Buffalo as a special student in library science. 

I remained there for 1% years, until illness in the family force * 
me to leave. These. 2 school years were bard ones, because in those 
day s teachers were not as understanding of a hearing-impaired per- 
son as they are today. Teachers had a bad habit of walking around 
the back of the room and lecturing from there. If you turned your 
head you were reprimanded. But somehow or other I managed to get 
through that. Also, these were not happy years. I did not have much 
of a social life. Children seemed to sort of— they would not exactly 
shun me — but they were shy of me because they weren’t sure how to 
address me. In those days I did not have a hearing aid, so I depended 
completely on lip reading, which was not too bad, but not enough to 
give me the normal social life a child should have. 

At the end of my course at University of Buffalo, I came to New 
York City, job hunting. There I almost met my Waterloo. It was tough. 
It didn’t matter about my educational background. The answer was 
always, “You are hard of hearing; I am sorry.” Then I got wise; I 
wouldn’t admit I was hard of hearing until I got the interview over 
with. But it was not easy to get a job in those days anyway, and even 
harder for me. And so I started doing various things. I was a tea bag 
inspector in a fectory, the only deaf employee. Communication with 
my boss was a little difficult because he was an Englishman. I found 
it difficult to understand his accent, but somehow I managed. Next, I 
got a job as an inspector in an underwear factory. You didn’t need 
any brains or speech or hearing, and so I got through that. 

All the while I was working I was still looking. I covered every 
agency for the handicapped that there was in New York City. But 
at that time there were not too many. One was the New York State 
Employment Service for the Handicapped. They were very under- 
standing. They tried very hard, but jobs for people with my educa- 
tional background were difficult to get. I tried addressing envelopes 
by han d, typing envelopes — anything to keep myself busy and to earn 
some money. At last I was called to the National Reemployment Serv- 
ice, and was given a job as a graphotype operator. It later became the 
Unemployment Insurance Department, and I transferred to that 

office. 

Tn the meantime, I was making every effort to build a social life for 
myself. I tried the hearing world. I was all right in a small group of, 
say, three or four people where you could look around and communi- 
cate, but when it got to a larger number, I was lost. 

Then I transferred to the hard-of-hearing group. That consists 
mainly of people who really are deaf people but who consider them- 
selves hard of hearing in that they are lipreaders. They do not use 
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the sign language, and they consider themselves quite capable of being 
understood when they speak. I was not happy there, either, because 
they had one characteristic that sort of repelled me, and that was their 
facial expressions. They had an ugly way of grimacing. It was very 
embarrassing to me. You must remember that I had just come, from 
the hearing world, and so I was sort of repelled by this 

Then there was a veiy fortunate occurrence, for me. I was taken to 
a deaf gathering. It may seem strange, but somehow I felt that if I 
could learn their language, I would be more at home with them. I 
found through lip reading and following the signs that I was able to 
co mmuni cate with them. But it took a long time to read their re- 
sponses. Eventually, however, I managed to get that, too. 

At the Unemployment Insurance Office, I stayed for 5 years as assist- 
ant supervisor in the reproduction department. Then the agency 
moved to Albany, and I refused to move with them. And so I re- 
mained in New York, job hunting again. Despite my 5 years of experi- 
ence it was still difficult. You see, people, are afraid of the words “hard 
of hearing. I don't know what they imagined it would be, but they 
probably thought it wouldn’t fit into their business world, and so I had 
another difficult time. 

I married a deaf man, and for 20 years I was a housewife and a 
mother of two, a daughter and a son, both hearing. In our neighbor- 
hood, we were the only deaf couple, and we were a figure of specula- 
tion. People watched us and wondered how do we manage a normal 
life, how do we manage with the baby? But gradually, little by little, 
they learned to accept us. 

When our daughter, who was the oldest, started to go to school, her 
problems started. The children would tell each other — and you know 
how cruel children can be — “Don't bother with her; her parents t alk 
on their hands. 5 She used to come home crying. But she was a brave 
little thing, and she solved her own problem. Sbp brought the children 
to our home, and showed them that ours was the same kind of home as 
theirs, that she had the same toys and things they did, and that she did 
the same things they did. Gradually, their playmates came to our home 
and accepted us as they did their own parents, and too, they felt very 
flattered when they learned to spell and would say, “Hell o, 55 to my 
husband and me in the finger pattern. To this day, I still meet some of 
my daughter’s schoolmates who spell “Hello, 55 and are still very proud 
to remember it. 

Our son is now 20 and in college. He never had the problem his 
older sister had. We had solved it before he was born, and so he had 
what yon would call a normal life. 
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I then decided to go back to the hearing world, but this time with 
still another handicap, visually. My visual fields are very limited. 
I have partial vision in one eye and none at all in the other. With 
that I went back job hunting. For 1 full year I conscientiously covered 
every agency you can name. One agency for the blind said I had too 
much vision; somebody else said I had too much hearing; somebody 
else said I didn't have enough. Well, where was I going from there? 
I went to the Division of Vocational Rehabilitation, and for 1 year 
X was interviewed, tested, sent here, sent there — but still no job. 

Finally, I asked if they could send me to J OB, a private agency that 
finds jobs for the almost impossible. They got me a job, but the em- 
ployer said to me, “We have never hired a hearing- or a visual-handi- 
capped person. We just don’t know what to do with you. But the J OB 
people were very convincing. ‘We’ll try you, but only at night when 
there is no one here. We’ll try you for 2 weeks. 55 Then he said to me, 
“How shall I speak to you? 55 1 said, “Just the way you are talking to 
me now. 55 This happened 8 years ago, but I still remember it vividly. 

I worked there for 4 nights and was transferred to the day shift, 
where I stayed for 5 months. Business was very slow, however, and 
I was laid off. But I was immediately placed by JOB again, this time 
in my present job, with the Grolier Educational Corporation, pub- 
lishers of the Encyclopedia Americana. I am now an order super- 
visor, with great responsibility. I handle the paper work for over 
$1 million a year of business, all by myself. 

As regards our social life, I don’t know what to say about whether 
it is good or not. I would say that mostly, now, I am with our deaf 
world. I say “our 55 advisedly, because I consider it mine, too. I am still 
not happy with the hard-of-hearing group. I am still irked by their 
attitude about their deafness. They will not admit that they are deaf, 
despite the fact that- many of them have no hearing at all. I think I 
would have more resp'ct for them if they would say , “W e are deaf, but 
we prefer not to use the sign language.” I believe in both methods, 
the combined and the oral group, but I would say on the whole my life 
has been a happy one, a good one. 

Dr. Levine: 

We shall hear next from Mr. Friedman, who is one of our out- 
standing deaf leaders on the national scale. Xn Hew York State he 
represents so many organizations that I will mention only one of 
them. He is editor of the Empire State News, which is the voice of 
the deaf of New York State. It gives me great pleasure to present Mr. 
Max Friedman. 
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Gentlemen, let me bid you welcome to a world you will no doubt find 
strange and to a people who badly need your services. "When the 
Mental Health Project for the Literate Deaf was established in 1955, 
one of its objectives was to train psychiatrists to work with the deaf. 
While I never expected to see such psychiatrists turned out in 
assembly-line fashion, I — and others like me — did hope that a num- 
ber of you could be recruited to work in our area. X do not have precise 
facts and figures. All I do know is that there is a very great shortage 
of psychiatrists who can work with the deaf. X know that this short- 
age c i psychiatrists is universal, and that the deaf are not the only 
ones w suffer because of it. Nevertheless, we deaf number in the 
hundreds of thousands, and psychiatrists available to serve us can be 
numbered, possibly, on the lingers of my two hands. 

This shortage can be explained. In many ways some of -the deaf are 
peculiar, and their actions, thinking and responses are apt to be 
unlike those of any other group. You, gentlemen, have given years of 
your lives to learn about the ways of people with normal hearing. 
Who is to blame you if you do not wish to spend additional time 
learning the ways of this strange subculture? Furthermore, the com- 
munications problem is, to many of you, an insurmountable problem. 
But you are going to hear about that from others. 

I should like to tell you of the organizations of and for the deaf. 
All of them, within their limited spheres, stand ready to be useful 
should you call on them for help or guidance, as you approach or 
attempt to work in this difficult field. 

The deaf are great ones for joining. I, myself, can tick off 13 organi- 
zations to which I pay dues ; if I were a teacher, an oralist, or a bowler, 
there would be several more. Some organization seems to exist to 
serve every purpose you can think of. One person who has taken the 
trouble to make a count tells me that there are 57 clubs or groups for 
the deaf in New York City. You may well ask why so many. The sim- 
plest explanation is that the deaf prefer their own company. Say what 
you will about integrating, many of us do, but when you come right 
down to it we are more at ease and more relaxed when we are in the 
company of those with whom we can converse without strain- And I 
can say categorically that in my experience those few I have met, who 
grew up with the deaf and yet prefer not to mix with them, are the 
oddballs. 

I will pass over the card and the movie groups, the golfing, bowling 
and such athletic clubs, and the purely social clubs, since, though even 
these stand ready to render service, they do not properly belong in this 
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paper. The Jewish and most Christian denominations have deaf con- 
gregations wherever they are enough people to form them. Most of 
them have clergymen to lead them, and it has been my experience that 
the clergymen and lay leaders are most useful when help of any kind 
is needed. 

The largest organization of the deaf in the world — and I am includ- 
ing Soviet Russia, where their national groups are led and supported 
by the government and therefore are not of the deaf but for the deaf — 
is the Rational Fraternal Society of the Deaf. We. have about 12,000 
adult members and a treasury in excess of $5^ million. This is an 
insurance fraternity which also pays sickness and accident benefits, and 
it is run from top to bottom by the deaf. Here, if I may, I would like 
to digress a bit. I have something that will interest you as medical men. 
The mortality rate of members of the RFSD is better than the aver- 
age of the 25 largest insurance companies in this country. So it appears 
that we deaf, in spite of all our shortcomings, are pretty healthy 
specimens. 

Another large national organization is the Rational Association of 
the Deaf, with several thousand members. It is a confederation of 
state associations for the deaf. In Rew York the Empire State Asso- 
ciation of the Deaf, which itself has seven branches, is an affiliate of 
the RAD. The RAD concerns itself with advancing the welfare of the 
deaf and in being our spokesman in such areas as employment, educa- 
tion, civil service, social welfare, and the like. Right now it is active in 
a legal case in California where a deaf couple was refused the right 
to adopt a child. The RAD is also a clearinghouse for information on 
the deaf, and if they themselves do not have the information you may 
seek they tell you where you can get it. 

The Grail audet College Alumni Association has many chapters 
throughout t his country. You can always find some people in each 
chapter whom you. can call on for help when it is needed. 

There are also the schools for the deaf to which you can turn. It 
seems to be the most natural thing to do to turn to one of these schools, 
and I can recommend them, but with a reservation. I have been hear- 
ing complaints lately that whenever a deaf person is in trouble the 
first ones the authorities turn to are the schools. This makes many of 
us feel that the deaf are still tied to the schools’ apron strings. 

Rot long ago, the Registry of Interpreters for the Deaf was formed. 
As the name indicates, these are people who are familiar with our lan- 
guage of signs. Most of the members are teachers of the deaf or of 
children of deaf parents. They are available where interpreters are 
needed, and it stands to reason that they can be useful in other ways, 
too. 
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There is another group that merits mention because 3 r ou are all doc- 
tors of medicine. This is the Deafness Research Foundation which 
supports research on the causes and cure of deafness. Otologists among 
you might be especially interested in tlieir work. 

Lately new centers for the deaf have been sprouting up, notably in 
Wichita, Kansas City, St. Louis, Boston, Schenectady, and Dallas. All 
of these centers have trained and experienced deaf people on their 
staffs. We can expect more such facilities to come into being as the 
general public becomes more aware of the needs of the deaf. Thanks 
to federal grants, many young deaf college graduates are taking 
courses to train themselves in such fields as psychology, vocational 
rehabilitation, and social work. So, while we deaf do not have enough 
psychiatrists to meet our needs, genuine if slow progress is being made 
in other rehabilitative fields. 



Dr. Levine: 

We shall hear next from Mrs. Naomi Leeds, who is president of the 
Mental Health Association of the Deaf, Inc. 



Mrs. Leeds (Interpreted by Rev. Louis Jasper) : 

The Mental Health Association of the Deaf was founded 3 years 
ago, by a group of deaf people in New York working as a volunteer 
organization with psychiatrists, and incorporated last year. At present 
there are 15 members, and every year we add more people to our 
organization. The members pay tlieir dues not with money but with 
their hearts and their hands. 

Ours is a service organization, dedicated to serve the deaf mentally 
ill patients in the metropolitan area who are forgotten by the public, 
often by their families, and by the deaf as well. Our other aims include 
bringing about understanding among the deaf as to the needs and the 
problems of the deaf mentally ill, to bring the deaf community and 
the mental health services together, to pass on information about the 
various aspects of mental health as it affects us, the deaf, in our day- 
to-day living, through literature and public programs such as we gave 
last December in New York City. That program included talks by 
mental health authorities and a play by the deaf on the return of a 
psychiatric patient to the community. 

Our group came into being 3 years ago, triggered by a chance item 
in a local news column of my hometown paper, which read, ‘Would 
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anyone be interested in donating art supplies to a deaf mute who 
taught himself to draw, an inmate in the nearby state hospital?” I 
showed the item to my friend, Mrs. Hlibok, who happened to drop in, 
and together we decided to do what was suggested. 

First, we visited the hospital, and this was an eye opener. The 
patient, a man in his fifties, who looked 70, was a pathetic figure, poorly 
dressed and obviously neglected. He told us in halting sign language 
that we were his first visitors in 12 years! He described the same, 
deadly, daily routine of his life, and how he remembered his father’s 
last visit, many years ago, and that he had not heard since from his 
deaf brother. 

He told how he decided to teach himself to draw, and by picking 
up discarded newspapers and through the kindness of some nurses 
who gave him some drawing paper, pen and ink, he had learned to 
eopy paintings in his spare time. In such simple pictures, he described 
his loneliness and emphasized how happy he was because of our visit. 
We went home disturbed, and determined to help him and others 
like him. 

Mrs. Lee Brody, Mrs. Albert Berke, Mrs. Fay Cohen, together with 
Mrs. Hlibok and myself, formed the nucleus which finally led to the 
establishment of our organization, our incorporation in 1966, and to 
the growth of awareness and interest in our work on the part of the 
deaf public, through active membership and programs. 

We are an independent organization, and we are encouraged and 
supported in our work by the deaf community at large. For example, 
in our yearly appeal for donations, for Hannukah-Christmas gifts 
for deaf patients, we have been given generous cash donations by clubs 
and organizations of the deaf, such as the Merry-Go-Bounders, an 
oral club, the Hebrew Association for the Deaf and its Sisterhood, 
the Women’s Club of the Deaf, Inc., and from the Lutheran deaf 
group, the Long Island Catholic Deaf Association, and the Sisterhood 
of Beth Or of the Deaf, Inc., the Brooklyn Association of the Deaf, 
Inc., as well as many personal donations from the deaf public. 

And in still other ways, when we ask for help in connection with 
our program, outside of our volunteer members, they answer our appeal 
and give of themselves unstintingly, often at great sacrifice to their 
free time and to their families, but without any thought of reward 
except to make our programs the success they have been, due to their 
group and individual efforts. 

Our volunteer members, besides helping out with our programs, 
also make our deaf patients happy by their visits. They give special 
parties on holidays, provide clothing and gifts as well as refreshments. 
They pave the way for others to be understanding of patients who 
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have been released, by treating them no different from others, and 
welcoming and accepting them at clubs and at their homes. 

There is still another part of our organization, without which we 
would not be complete. They are our honored hearing advisory board, 
members who are prominent in their respective fields, or in connection 
with the deaf. They gave us the impetus needed to make our organiza- 
tion grow toward the achievement of our goals. 



Dr. Levine: 

"We shall next hear from Mr. Alan Sussman, who is the only deaf 
counselor in the Division of Vocational Rehabilitation in the State 
of New York, besides being a candidate for a doctoral degree at New 
York University. 

Mr. Sussman: 

My topic, vocational adjustment of the deaf, problems and achieve- 
ments, is a most appropriate one for me as a vocational rehabilitation 
counselor. It is likewise appropriate for this audience, because it has 
strong mental health overtones involving, as it does, personal 

adjustment. . . 

A statistical breakdown of the employment picture of the deaf is 
obviously beyond the scope of this short talk, but this I will state 
emphatically: The problem is not unemployment, for the deaf am * 
highly employable group. The problem is, rather, underemployment. 
The deaf, as a whole, are a patient lot, although there are many in 
stereotyped occupations far below their true capabilities. In other 
words, from the point of view of employment, they are not operating 
at or near their level of potential. 

Whenever we say a deaf person has a job, we should always ask 
these questions: Is he truly vocationally adjusted? Is he functioning 
in a job commensurate with his ability? Is he happy in his job? He 
may indeed have a job, but he may not be psychologically and aptitudi- 
nally attuned to it, with the result that there is job dissatisfaction and 
general discontent. 

We all know that work is an essential part of a person s life, and 
that job dissatisfaction or vocational maladjustment creates serious 
mental health problems. 

In my opinion, it is rare for a deaf person to be in a job that is 
ideally suited for him or her. It would be belaboring the point to state 
that deafness with its concomitant problems of communication diffi- 
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culties, of poor language, low educational achievements, is responsible 
for this groupwide devaluation from the norm in terms of occupa- 
tional distribution. 

For example, only about 1 percent of the total deaf population is 
to be found in the professional classifications. And it is lack of guid- 
ance that contributes to this disparity. Proper vocational guidance, 
especially if it is geared to the deaf, would help the deaf person to 
avoid the p.'tfalls that lead to vocational maladjustment. For this and 
other obvious reasons, the deaf need more attentive and intensive voca- 
tional guidance than do the hearing. 

In an effort to emphasize what I have already said let me focus on 
a certain occupational group of deaf people, the well-paid printers. 
As many of you know, there are a great many deaf people in the print- 
ing trade. These people are often called the aristocrats of the deaf 
community. 

This group is relatively well educated, intelligent, and quite a num- 
ber of them are talented college graduates. It is mainly from this 
occupational group that the deaf community draws its leaders. How- 
ever, I believe that they have been pigeonholed into this occupation and 
that, as printers, they are functioning woefully below their potential. 

Many of these printers are aware that they are cut out for more 
challenging occupations, and they make no bones about blaming their 
present occupational status on the guidance they should have had but 
never got. Nonetheless, we do not find them moping about their status. 
They compensate by assuming the leadership role and being active 
within the deaf community. Perhaps that explains why we have so 
many deaf leaders among the deal. 

This type of avocation — and I use avocation advisedly — provides 
them with an outlet through which they can exercise their abilities, 
which otherwise would have very little outlet. Their trade prevents 
them from functioning at their potential in the occupational world, 
but they are relating to the deaf world, and this they find rewarding. 
You may call it sublimation, if you will; they adopt a defense mecha- 
nism, and become problem oriented, not ego oriented. This helps to 
maintain and enhance their mental health. 

But what about others who do not have the ability, the know-how, 
or the style to cope with problems which stem from j ob dissatisfactions % 
I believe this group is becoming a bigger problem every day. 

Let us shift the scene to a brighter horizon, the deaf professional 
people. They comprise, as I have already remarked, a very small group. 
They exemplify one way of overcoming the serious disability of 
deafness. 

The professional group includes scientists, engineers, psychologists, 
guidance counselors, dentists, and so forth. Some have managed to 
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circumvent the old bugaboo, the telephone, by having personal secre- 
taries of their own, or have become so valuable to their employers that 
their handicap was accepted. An impression prevails that the deaf 
professionals have made it big, and that they do not need as much help, 
if any, as the average deaf people do. 

Nothing could be further from the truth. The deaf professional 
person may have made the grade occupationwise, but he may still not 
have effected a total personal adjustment. The deaf professionals have 
psychological problems of their own, as a direct outgrowth of their 
rough climb up the educational and the professional ladders. Their 
college experience has been extremely stressful and there are still 
difficulties. They have gone through professional training that has 
also been difficult, especially at the graduate level. As professionals 
who have arrived they continue to be exposed to even more frustrating 
and stressful situations. 

This is a group of deaf people who are highly vulnerable to emo- 
tional problems. They are high achievers, but they are paying a very 
high price to be what they are, and where they are. In other words, 
high or low, there are problems that go beyond mere vocational adjust- 
ment, problems involving total personal adjustment. 

It is a fact that the vocational rehabilitation of the. deaf has come 
a long way and that it is making rapid strides towards vocational ad- 
justment of the deaf. Too much emphasis, however, is being placed 
on job placement. More emphasis should be placed on the conduct of 
the whole man, on the total personal adjustment of the deaf individual. 

The deaf are in need of help along these lines : adjustment, adjust- 
ment to deafness, personal family counseling. We also need vocational 
guidance at the adult level, and vocational and personal guidance 
while on the job, not only in preparation for it. 

There is, for the deaf as for others, the problem of adjustment to 
ever-increasing leisure time. Many deaf people do not know what to 
do with so much time on their hands. There is the problem of adjust- 
ment to old age, and adjustment to the deaf, as well as to the hearing 
community. For the deaf there is a great need in the area of preventive 
psychiatry, or just plain mental hygiene. 

Dr. Devine: 

Summing up, I think that what each of the speakers ha*: given you 
is something of his own method of compensating for what he experi- 
ences in being a handicapped person. In that respect we might say 
that each of the speakers imparted to you some autobiographical in- 
formation, expressed or not. 
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Mr. Sussman, for example, liacl a great many years of experience as 
a printer before lie decided lie liad had it, and decided to go back to 
school. Now he personally is experiencing what the problems of the 
deaf professional person are. This is a group we are just now begin- 
ning to explore. In discussing their experiences and ideas with you, the 
panel has really expressed how the deaf view their problems. I think 
we must admit that a great many of theii problems are also our prob- 
lems. It becomes our responsibility to devise the means for doing a 
more effective job in solving their problems. 



The Psychiatric Inpatient Program 

Tour of Facilities 



The afternoon session was held at Rockland State Hospital at the 
Special Unit fo. the Deaf. This unit is a permanent part of the fa- 
cilities of the New York State Department of Mental Hygiene and is 
the only one of its kind in the world. It- houses 30 adult pati ent s, 15 
of each sex, and provides such ancillary services as occupational ther- 
a Py» social service casework, psychological services, rehabilitation 
counseling and educational services, in addition to its basic mission of 
intensive psychiatric treatment of the deaf. The staff are all skill ed 
in manual language so that from nurses 5 aides to physicians, all can 
communicate with the patient to whatever extent he is able. 

A recent addition to the unit’s program is a kind of “intramural in- 
dustry. This consists of the manual assembly by patients of v ar ious 
items that are sent in for this purpose by industry and returned for 
commercial sale when the assembly is completed. Patients performing 
this kind of work earn a modest remuneration in accord with the num- 
ber of items assembled, and at the same time their performance is 
viewed and rated to assist the rehabilitation counselor in determining 
vocational feasibility, concentration span, dexterity, and the like. Dur- 
ing the course of the afternoon session the group of psychiatrists was 
able to observe this workshop in operation as they toured the ward. 
In addition, they had the opportunity to see group psych -xierapy 
demonstrated with the patients of the ward. The group was run by 
Dr. Abdullah and demonstrated how even psychotic deaf patients can 
be brought into an active interchange and. closer awareness of each 

the demonstration 
of individual cases of various types of illness commonly encountered. 
Chairman of this session was Dr. Altshuler and the presentations were 
made by Dr. ^.bdullah, with opportunity for the audience (participat- 
ing psychiatrists) to interview the patients from the floor, and for 
questions to be answered by the entire staff of the unit It is with this 
part of the program that this volume continues, inasmuch as the tour, 
by its nature, could not be recorded. 



others 5 personality problems and symptomatology 
The rest of the afternoon’s program consisted o 
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Case Presentations and Discussion 



Dr. Altshuler: 

The first case we will show you is one that w°- have designated as a 
primitive personality. Dr. Abdullah will present the history. 



Dr. Abdullah : 

K.O., the girl whom we are going to see now, is interesting in many 
ways, men she came to our ward here, she was about 20 years old and 
she had lived a life of peculiar symbiosis with her mother. She never 
went to any school for the deaf; she was never exposed to any other 
deaf person and she went only briefly to a hearing school. She never 
understood anything, and was totally dependent on her mother for all 
her perceptual needs and expressions. She spoke to her mother an 
understood things through her mother, and lived a lire wholly de- 
pendent on her mother. The mother always interpreted what her daugh- 
ter said. Actually the mother interpreted what she herself felt rather 

than what the daughter felt. „ . 

The patient was a very much wanted child, torn after 11 years ot 
marriage. The mother was psychotic and had had a postpartum psy- 
chotic episode. The father was also borderline. When the patient was 
bom she had some neck injury, and there was a hematoma on the 
neck. The doctor immediately pointed this out and emphasized the 
need for treatment, but the parents refused, immediately took over 
and said they know how to place pillows under the neck to correct 
the deformity, and absolutely refused treatment for the child. Their 
denial started from there. Even now the patient has this torticollis. 

Soon after that, the pediatrician pointed out that the child was deaf, 
but both parents denied this. They said, “We talk to her and she 
answers, 5 5 and they insisted that she go to a hearing school. 

The school reported that the child was deaf and would have to go 
to a special school. The school sent a social worker to the parents 5 house, 
and the parents chased the social worker out, saying, You are just 
not doing your job. The child is perfectly all right. We talk to her. 

Thatwasthepattern. . 

The mother talked to the daughter and always got back from her 
answers that nobody but the mother understood. It was an extreme 
case of total denial of the situation. The girl stayed m this school for a 
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while, going from one class to another without picking up anything, 
without doing anything. Soon she stopped going altogether. She 
never went out on her own either, for the mother always chaperoned 
her. All of this went on until the ^ge of 14, when her father died. Then 
the mother hovered over her even more and took her even more under 

her shelter. 

For the next 5 years the pattern became more extreme. two 
were hardly ever seen out of the house. They had their own house 
and they lived inside it, and the mother alone would just go out for 
what she needed. The mother was developing her own paranoid delu- 
sions, and 5 years after the father’s death she broke out in an acute 
psychotic episode. The neighbors found her crying, delusional, and 
hallucinating. They called the police and sent her to a state hospital. 

But now this girl had nowhere to go. She dung onto the mother 
because she had just had no separate existence. She, too, was taken 
to the same state hospital and from there she was admitted here in July 
1863, when this ward was opened. "When she came she was a very 
frightened and extremely passive child. She cried all the time. She 
had no communication; she did not know how to relate to anybody. 
She was in a mess. The mother, of course, over there, cried too. She is 
still in a state hospital. 

The program of treatment began with teaching her how to com- 
municate and mingle with other people. She proved to be a very 
intelligent girl. Once given the training, she started picking up sign 
language, English, arithmetic, as well as other subjects. But still her 
passivity and fear continued. She wouldn’t go outside on the grounds 
to the swimming pool. She was too frightened. She wouldn’t do this, 
she wouldn’t do that. But once given support, and if somebody went 
with her and with continuous encouragement, die gradually started 

coming and going out. _ 

Next we started on the veiy major project of sending her to New 
York City to Fountain House. 1 You may have heard about the project. 
This, again, was a very novel experience for her. We managed to 
encourage her, and she went with a group of patients. Now she has 
come a long way and is able to communicate very well, telling the story 

of her life to the group. 



i Fountain House is a nonprofit organization to assist persons who hare undergone 
psychiatric hospitalization to mate a successful readjustment to community 
day program centered In a new building, and in transitional l employment proj^ 
steps toward vocational rehabilitation arc begun. In addition, Fountain House leases ia 
number of small apartments where former Patients may develop their ^aclty 
pendent living. A number of deaf patients have been integrated into these programs 

part of our pilot project. 
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As she got into the group, her personality developed. At first she 
•was absolutely silent. She "would just sit in the comer and refuse to 
talk to anybody. Now she makes the group her audience, and can start 
talking; she can even monopolize the group. She has been going to 
Fountain House with some of our other patients for about 9 months 
now, and feels confident that she is now able to go to New York City 
on her own. 

In group therapy today she said something quite significant. She 
was with a new boy who has just started to go to Fountain House 
(yesterday was his first day) , and she was trying her best to teach 
him how to get to New York, but he is so slow in understanding. In the 
group she expressed her feelings about his slowness. In the beginning, 
she was in a worse position than he, but today she has developed a 
lot of confidence, and she spoke up very well, for her. It was a tranquil 
speech of hers to the effect that now she has outdone him. 

Actually, she has been telling me for the last few days that now 
she can go to Fountain House on her own, it’s not necessary f or h er 
to be accompanied any longer. She even brings in arguments: What 
will happen if the other one gets a cold? What will happen? She is not 
going to miss Fountain House. She will go on her own. 

& We will present her to you for a few minutes. We still don’t know 
what her eventual placement will be. Her mother is still in the state 
hospital, and still very insensitive tc the real needs of her daughter. 
When we have visited her several times in the state hospital, the 
only thing she asks us is, tc Have you taught my daughter lip reading 

and speech?” 



[Patient was presented.] 



Dr. AbdvMah: 

Ho you want to ask anything of the patient? She is a very nice girl, 
very warm. She has developed, has come out with her hidden endow- 
ments. She is much more confident, though still a little nervous. She 
still needs support. Ho you want to say anything, or do you want to 
ask anything? 



Question to Patient: 
Ho you enjoy going to town by yourself? 
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She has never been that far. 



Question to Patient: 

Do you plan for a job in the outside world? 



Patient: 



Yes. 



Question to Dr. AbduUah: 
What is the extent of her hearing loss? 



Dr. Abdullah: 

She is totally deaf. A hearing aid is of no help. When she wears a 
hearing aid, she gets vibration only. Perhaps very early, if she had 
been treated along the lines of a deaf child, if she had had some 
residual hearing that could have been developed, it might have been 
different. But in her case the parental denial was so firm that she was 
never given anything. She was never even really tested for her deaf- 
ness until late in childhood. However, the mother still insists, She 
understands me, understands everything that I say.” 

Actually, the mother lives whatever life she has through her daugh- 
ter She regards her as practically a continuation of her own body. 



Question to Patient: 
What do you do at Fountain House? 



Patient: 



I don’t know. I do different things. Clean blackboards and windows. 
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Dr. Abdullah: 

Suppose we ask what she thinks about her mother. You don’t re- 
member? But you write her letters? 



Patient: 



It is a long time. 



Dr. Abdullah: 
She visited you here once. 



Patient: 

I don’t know when I will go home. 

Dr. Abdullah: 

Why did you never go to a deaf school? 

Patient: 

Never. I went to a hearing school. 

Dr. Abdullah: 

"Why? Bid you have friends in school? 

Patient: 

I had friends that went to school but could never understand. 

.Dr. Altshuler: 

We labeled this girl a primitive personality because it took us some 
time to know what lay behind the impenetrable, barrier that we saw at 
first, and also because she seemed to maintain a band of pleasant socia- 
bility despite the fact of her extremely disturbed background. 
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Here is our next case. This boy was also a diagnostic puzzler. We 
finally arrived at the conclusion that he was a primary behavior dis- 
order. He is of interest, also, because at first he had no communication 
except in a kind of primitive pantomime. And because of his strange 
body build we thought there might be some genetic problems. 



Dr. AbdvUaTi: 

This boy, Q.E., had a very unhappy childhood, besides the feet of 
his deafness, because his mother immediately rejected him. Wrthm 
a year and a half he was living in foster homes, at times with his 
grandparents. He had very disturbed conditions in these foster homes. 
In one there were only women, and he learned as a little child to dress 
up like a girl. Perhaps the foster parents dressed him up like that; 
at all events, he still retains some of these remnants, he still likes to 

wear feminine clothes. . . 

He had a total of about two and a half years of schooling in a school 
for the deaf, but always with an extremely disturbed situation in the 
home, and with constant changes of foster parents. 

One of the best foster parents he had, with whom he developed ties, 
died, and that was another difficulty. Then he was changed to still 
another place. Once in a while the grandmother would take him to live 
with her. He never had a stable home situation, never lived in any 
one place for any length of time. He used to get into temper tantrums, 
when he would thro w things. Nothing very serious happened, but it 
would become difficult for his foster parents to handle him at home. 

When he had too many problems in school, at the age of 9, he was 
sent to Bellevue Hospital. There they kept him for 2 months. Then 
they thought that he diebrt belong in the hospital and they sent him 
back. Very soon after, he was again admitted. Prom the age of 9, with 
but short intermissions, he was in state hospitals. The result has been 
that he developed in a very isolated way, and didnt get an opportunity 
to meet other deaf children. 

He stayed in one mental hospital from 1956 until the tune we got 
him in 1961, a long stretch of time, with no association established 
with anybody, and no friendships, because of his deafness. 

When he came here he was a very angry young boy, with very poor 
communication, naturally with very little schooling and very little 
contact with the deaf. 

We were very interested in and curious about him. We did all kinds 
of investigations on him— hormonal studies and body-type studies and 
chromosomal studies, to find out whatever we could. He had developed 
what we might call a language of the body. He talked in pantomime, 
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but now be can express himself very well without carrying out any 
of this. We tried to place him back with his grandmother last year, 
but the arr ang ement failed. After a short while, she threw him back. 

Tn the group today he said a most interesting thing, and I would 
him to come back to it tomorrow, if I get a chance. He said that his 
mother does not like him and she has always hated him. He said she 
beats hirr> > and to this rejection by his mother he reacts in a normal 
neurotic pattern by using a five-letter word about her to express his 
hostility. What he is confused about, however, is the role of his grand- 
mother, a confusion which he illustrated in the group by telling, “My 
grandmother loves me because she cried when she brought me back 
to the hospital.” This he goes on repeating. His understanding is very 
limited. He is unable to understand that there can be guilt in a person 
at the same time that there is hostility and rejection. He repeatedly 
asked me, “If my grandmother doesn’t love me, why did she cry when 
she brought me back?” 

He has also said in the group, and he is quite confused about it, 
that he blames the doctors for somehow conspiring with his grand- 
mother. A few months before, his grandmother h?d again brought 
him back. He had gone- to her with great hope, and while there had 
been no behavior problem, she just said that the financial burden was 
too much for her and she couldn’t keep him. 

[Patient was presented.] 



Dr. Abdullah: 

Would you like to ask him anything? 



Question to Dr. AtdvMdh: 

I would like to ask him when he wants something, say a glass of 
water, how doss he ask for it? 



Dr. Abdullah: 

Those things he picked up. A thing like that is very easy to show. 
Tell me, what happened when you went home last time with your 
grandmother? 



1966. 



Patient: 
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Dr. AbdvUah: 

He forgets the month. Any trouble ? 



Patient: 



Ho. 



Dr. Abdullah: 

Then why did grandmother bring you back here? He didn't get a 
]'ob so his grandmother couldn’t keep him. He blames us. We kept 
postponing get ting him a job so grandmother couldn’t keep him and 
brought him back. 

A problem lie had was that he used to use makeup and cosmetics. 
He says that was before and now he has stopped. He used to wear a 
corset and all that, but he has got over that. He cannot spell very well 
(interpreting) . He was transferred from the hospital, “not my fault,” 
he says. They taught him to use lipstick, and all. 



Question, to Dr. Abdullah: 

What I was .rendering about is, when he wanic some thing , does he 
ask for it in a way which would estrange someone from him, or does 
he do it in a pleasant way ? 



Dr. Abdullah: 

When his relatives used to visit him here, he used to have a pattern 
in which he would just ask for things — money, money, money — and 
if they gave him $1, he would be ngi.y and throw it away. 

We actually trained him to be nice to his relatives when they came 
because then they will visit him again. We tried to relate their reluc- 
tance to visit him and his tremendous pressure to “Give me, give me.” 
Distant relatives would come, but he would not differentiate them from 
those from whom he could ask more. 

We tried to interpret to the family that this is his way of wanting 
to be reassured. He does not know limits. He is merely emphasizing a 
point. But it looks to them as though he is about to attack them. This 
is his difficulty with so little language; he acts out everything. At 
times he looks ve cy threatening. Unless you can explain this to the 
person who is goii ig to ha ndle him, there can be quite a problem. 



46 



PSYCHIATRY AND THE DEAF 



But we have literally trained him how to smile and ask; how to be 
soft and gentle, because hearing people can easily get afraid and 
upset. This thing we have found over a period of time in group ses- 
sions. We tell him, “You used to say this sort of thing, but you have 
changed.” There was so much movement and commotion that people 
would get upset about it. 

Question to Dr. Abdullah: 



I want to know i* he has any fears. 



Dr. Abdullah: 

Do you feel afraid ? 

Patient: 

Yee. 

Dr. Abdullah: 

Of what? 

Patient: 

Crowds of people, better at home. 



Dr. Abdullah: 

TTir underst anding is very poor. He still thinki if just the doctors 
would pick up the phone and tell his gi andmother, she would come and 
take him home. 



Question to Dr. Abdullah: 

Can you inquire about his erotic interests? Has he ever been in- 
terested in girls? 



Dr. Abdullah: 

We never found him in any kind of overt homosexual or hetero- 
sexual situation. He is a transvestite and effeminate, but he has never 
flaunted his effeminacy or been seductive. We have tried to keep a 
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watch on him because of his nature, the way he walks and all that. 
One would say that he has changed a lot. He used to use heavy makeup. 
That was another thing we had to raise and discuss in the group, how 
feminine he looks and acts. He has developed some understanding, 
but it is not complete He still sometimes uses cosmetics. He says, 
“God made me like that.” That much he can say, and he does say it 
sometimes, but he is ridiculed. 

Once in while, when his things are checked a corset that he bought 
turns up. He also uses perfumes at times. 



Dr. Y ollenweider : 

I tested the boy’s intelligence and gave him a Rorschach and figure 
drawings. One of the interesting things about him is that even though 
his behavior and interests are feminine, and he likes to wear the clothes 
and the makeup, he doesn’t basically seem to be strongly identified 
with any sex role. There is a basic weakness of any kind of identifica- 
tion, which was another thing that goes along with the picture of the 
primary disorder of character. 



Question to Dr. Abdullah: 

Does he have an English-speaking background? Is the mother 
English speaking? 



Dr. Abdullah: 

His family constellation is as follows : His mother was bom in the 
British West Indies. His father was an Italian. He was bom out of 
wedlock. The maternal grandfather was of Spanish and Jewish origin. 
His maternal grandmother was of Negro, French, and Indian origin, 
and she tells me that she also had a little Roumanian and Hungarian 
blood. 



Question to Dr. Abdullah: 

The reason I am asking is because he has a communication difficulty, 
and I thought maybe his family might have contributed. 



Dr. Abdullah: 



They all speak English. 
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Question to Dr. Abdullah: 

Did he originally think he was a girl ? 

Dr. Abdullah: 

No. When he was very little and in one foster home, there were only 
girls and a mother, no father. He grew up there and the femininity 
seemed almost to be imprinted somehow. In his very early history rec- 
ord?, we found that when he was 7, he had learned to dress up like a girl. 
Perhaps he was taught to dress up that way and he persisted in it 

Question: 

Has he ever referred to himself as a girl ? 



Dr. Abdullah: 

There is a certain inconsistency. In group therapy several patients 
jeered at him for his effeminate behavior. I then asked him if he was 
a boy or a girl, and he did not answer my question. But later he in- 
sisted that he was a girl, which caused other patients to laugh quite 
a bitJBut-ke does not always give the same answer. He must have been 
joking. He has a good sense of humor. He can be very warm and 
affectionate. He can also be very angry, at times. 

Let me ask him if he plans to get married. Do you plan to get mar- 
ried? The answer is “a little bit.” He doesn’t want a baby. Babies are 
too much trouble. 

He says now that he does not like crowds and people here. He would 
be better at home where it is quiet, not with so many people around. He 
is a little uncomfortable. He doesn’t like crowds. I asked him why. He 
savs, “I’m afraid. I’m not sick. I can’t hear what people say.” 



Dr. Altshuler: 

Thank you. I think you can also sense in him the energy under the 
surface and the potential violence that is there. 

One of the interesting things is that almost all of the patients with 
deafness whom we have seen in state hospitals throughout the State 
were admitted with a chief presenting complaint of impulsive and 
often aggressive kinds of behavior. 
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I think that this patient illustrates the quickness with which he can 
be so compliant and charming, while right underneath is this enormous 
tension that you can feel as he expresses himself. 

The next case we want to show you is one which is even more diffi- 
cult. This is a chronic paranoid girl of the schizophrenic group, who 
had been in and out of hospitals se veral times. She is a good illustration 
of what we were able to do here, because we were able to get her out 
and we were able to get her back in time to provide the intensive help 
required if there is to be hope of discharge again. 



Dr. Abdullah: 

This patient, O. L, clearly has the diagnosis of paranoid schizo- 
phrenia. In addition she is one of nonidentical twins, sisters with very 
different color of eyes and hair. Her twin is married and separated 
from her husband. 

The patient is 27 years old. Her father is an alcoholic. The parents 
are separated, and both parents seem not to want to have anything 
to do with her. We have tried our best to involve them in her welfare, 
but all they do is get angry. They say, “It is none of our business, and 
why do you keep bothering us? We have our own lives to lead.” 

On the other hand, the parents have created a lot of confusion in 
her mind by writing to her and telling her, whenever they have 
visited her, that the moment the doctors give permission they will 
take her home. 

When she first became delusional in 1959, she was admitted to an 
upstate state hospital, where she stayed for a couple of months. She 
was discharged, but was readmitted a few months later. When she was 
out again, she believed that people were talking about her and were 
looking and poking through the window into her bedroom. She be- 
came quite disturbed and was taken to another state hospital. 

During one of her several brief trials outside, of these hospitals, she 
was placed in a foster home with a deaf family, where she stayed 
until her delusions came up again. Neighbors reported that she started 
playing her record player very loud, and a policeman came, because 
the deaf couple with whom she was living didn’t hear her playing the 
records. Next she started to become delusional with the idea that some- 
body was hiding in the closet, and bothering her. She was again 
hospitalized. 

She got to us in 1964. Here she made a very good adjustment with 
the usual treatment Later, we started to put her on the Fountain 
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House day program. 2 When an apartment was found for her she 
moved into it. She made a fair 1 }* good ad justment. She got a job and 
worked there for about 10 months. 

During this period, she would sometimes get a little disturbed. 
When this happened, the social worker would immediately inform 
us, and we would go and talk to her and patch things up. Each time 
her disturbance was somehow related to a letter from her mother. We 
would talk her out of it and try to calm her down, altering or increas- 
ing the medication at times. 

At the end of about 10 months, she again became very delusional. 
She had gone for a tooth extraction, and had perhaps received adren- 
alin. She got into an acute psychotic epi-^de, we were informed, and 
quite late one night Mrs. Hadanes and I had to go down and bring her 
back to the hospital. She is here now. She is again settled down, but 
is still delusional and suspicious. She appears to have a peculiar de- 
lusional system, in which slm is afraid of certain sets of words. She 
believes that these words have evil power over her, and that they are 
responsible for her suffering. 



Dr. Altshuler: 

Dr. Vollenw eider, do you want to comment on the psychological 
tests? 



Dr. VoUcmceider: 

This patient is quite verbal. I wa& able to give her Rorschach, TAT, 
and other projective tests that i cannot give to a great many other 
patients because their communication ability is so poor. She achieved 
a performance IQ of 94, which is in the average range of intelligence 
There is no indication, even though she was quite disturbed, that in- 
tellectual function was severely impaired. This, of course, is typical 
of paranoid schizophrenics. 

There were many indications that she was psychotic, and indica- 
tions of detachment. She showed occasional sharp breaks in judgment 
and in reality testing. The re were indications that her behavior was 
random and disorganized. Her self-esteem was apparently very low. 
The projective test data suggested that she was extremely upset by 
both sexual and aggressive impulses, and that she tried to cope with 
this by denial and repression. 
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There was another mechanism she appeared to use— and this has 
been verified by some of her relatives — that is, she tends to be very 
overconforming in her behavior. "What is also apparent in the 
Rorschach and other tests is that her defenses weren’t really good 
ones. They are rigidly maintained and could very easily fail her, and 
in the course of her history, this has happened quite often. 

[Patient was presented.] 



Question: 

Has she had anything like auditory hallucinations ? 



Dr. Abdullah: 

At present she does not have them. Her history shows that it has 
never been mentioned. But if your question is whether the deaf have 
auditory hallucinations, that is an open question. 

Many of our patients say that they hear God, and that sort of thing. 
We have one patient who reports that he regularly talks with God. 
But there is a difference in what these patients mean by they hear. They 
perhaps lipread. Sometimes they say they lipread God. Sometimes they 
say they sign to God and God signs back to them. This applies to some 
who never had any hearing. 

It may be different in people who became deaf later on in life. We 
had a man, deaf since the age of 10, who regularly claimed he had 
auditory hallucinations. Most of our patients, when they report that 
they hear, really mean something of quite a different quality. The con- 
notation is slightly different. It is more like a kinesthetic or vibra- 
tory experience, I think, for example a hallucination that the people 
upstairs are using their vacuum cleaner machine all the time. 

Another patient used to say he gets ringing in his ear whenever his 
wife in New York talks about him. He would suddenly say, “She is 
talking about me right now.” We would ask, “How do you know?” He 
would say, “I get the ringing in my ear the moment she- talks. I have 
the ringing now.” This is the hallucination lie had. It was not clear 
what she was saying but he knew she was talking, because of the 
ringing. 



Question: 

I am wondering, are these words which she is afraid of, or which 
have some mugical meaning, connected with some sort of religious 
belief? 
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Dr. Abdullah: 

They are, for us, very innocent words. I don’t want to say them in 
front of the patient. [Turning to the patient.] Do you mind telling 
them about the words? 

She is very sensitive about this. There is the word “grouch.” The 
word “grouch” is terrifying for her. She thinks it is the cause of all her 
suffering, but the feeling has spread onto other words. If you open 
her dictionary, you will find she has pasted little pieces of paper over 
many words. Some of them are religious words. One was “Methodist,” 
but there are others. There is no regular pattern, no sexual trend, no 
sexual symbolism. I have tried to figure it out, but it seems more or 
less random; and what makes her decide on the particular word, we 
just don’t know. Even now she believes that all her troubles started 
with that word “grouch.” 

Interestingly enough, this has been consistent in her older records, 
also. Here it is repeated, that she is mortified by the word “grouch.” 
She once uttered it and they put her in the State hospital. If she hears 
it, or, if she reads it, she has to close her eyes; otherwise some calamity 
will fall on her. She feels she has had ffreat trouble because of the word. 



Question to Dr. Abdullah,: 

Does she do things occasionally for novelty in her life; you know, to 
break up the monotony ? 



Dr. Abdullah: 

She doesn’t like to do the same work for a long time. We have to 
keep changing her occupation in the hospital. She works for a short 
time, say, in the store, and then she wants to do homemaking. Then 
she wants to do cooking. She does a good job. This way she gets into 
new working situations. She has been in practically all of our hospital 
activities. 



Dr. Rainer: 

Has she talked about her sister lately ? 



Dr. Abdullah: 

She talks about her. [To patient.] What about your sister? The 
answer is: OK, he is in the Air Force and they are separated a long 



INPATIENT PROGRAMS 53 

time. [To patient] Is your sister deaf? She says no. This was a great 
frustration. 



Question to Dr. Abd/uUah: 

Do you have data, on the comparative development of the two twins? 
Was she the younger ? What was the birth weight ? 



7>. Abdullah: 



She was 5 pounds when she was bom, and for a long time she was 
in the incubator. The other one was more vigorous but this one re- 
mained sickly. Her deafness was noticed very soon, when she was 
about 1 year old. The other twin grew up normally. She dated; she 
learned; she took piano lessons. Temperamentally, they repeatedly 
describe her as being different. She was outgoing. This one was shut 
in, more introspective, partly due to her handicap. She got along very 
well with the sister, but as they grew up the sister had more activities, 
more boy friends, music and outings, and other things. The patient was 
left out, and so she developed a lot of hostility and feelings of inferi- 
ority; she would protest and ask why God made her. deaf and not her 
sister, and that sort of thing. 



Dr. Bamer: 

She was one of a group of twins studied in our project when we were 
looking for twins, especially discordant twins. When she turned up 
with the psychosis, we looked back and found the old records, and 
found pictures of them taken when they were 5 or 6 years younger. On 
the whole, we have a fair amount of data, including psychological tests. 
Early data were not distinguishable as prepsychotic. About 5 years 
after our initial study we sent the old data back to the psychologist 
who had originally obtained them. He reread the tests and still felt 
they showed no signs of psychosis at that time. When we sent them 
to him, however, we knew she had had her first psychotic episode. 



Question: 

Was there any separation in verbal and performance functions in 
any of the earlier tests, or any perceptual ot motor problems when she 
was younger? 
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Dr. Rainer: 

I don't think there was anything in her material to show that. 



Question: 

Do you find anything to indicate something organic or any overcom- 
pensation? I was interested in her verbal system in relation to the 
problems involved in her attitude toward her verbal system, and 
whether or not this was a compensation for other problems in terms 
of special perception functions, whether these were intact. 



Dr. VoTlemweider: 
As far as we can tell, they are pretty intact. 



Dr. Altshuler: 

We have tried to show you three cases with different diagnostic 
labels who also differ in the amount of communication skill they 
have. I think you can see that this girl, though she is by far the best of 
the three, and had many years of schooling, does not approach the 
facility or the ability to understand conceptual things that the people 
who spoke to you this morning showed. Those people are achievers. 
This girl represents perhaps the normal person who is diminished by 
the inroads of mental illness. 

One thin g I would like to emphasize to you, also, about the treat- 
ment we try to arrange here, is the close supervision that is given to 
the patients after they leave. I think it was indicated in Dr. Abdul- 
lah’s report of the staff going to get this girl late at night. 

We maintain a very close relationship with the Fountain House 
organization, or wherever we place our patients, so we can, in a 
sense, be aware of everything that is going on and step in when it be- 
comes necessary. 

Because of the combination of mental illness and deafness, we also 
keep in as close touch as possible with them when they go out in the 
cc nmuni ty, and they are often taken by us to the job they are going 
to do. We make every effort to build up a relationship with the em- 
ployer, so that the patients may be given more tolerance. Most of this 
contacting is done by Mi's. Badanes, who serves as vocational re- 
habilitation worker and general handmaiden to most of the patients. 
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The last patient we want to show you, J. C., is a man who was trans- 
ferred here after 23 years in another hospital. I think he demonstrates 
more than anything else what the absence of a facL j such as this 
can lead to — in other words, the absence of people who can evaluate 
the patient and communicate with him. 

There is no doubt that had he not had the chance to come here, he 
would have stayed in a State hospital for the rest of his life. He had 
already been there 23 years, from about the age of 16. We wete for- 
tunate enough to be able to get him out, and working, in about three 
and a half months. Dr. Abdullah will tell you about him. 



Dr. AbdAjiRak: 

In the summer of 1965, Dr. Yollenweider and I went upstate, visit- 
ing many of the State hospitals there, and we landed at this particular 
hospital. We were tired after a long journey. After lunch, we started 
seeing the deaf patients. After talking to one young fellow, we saw 
another one, a backward patient, who had been 23 years in that hos- 
pital. He was dressed in baggy hospital garb, and was sitting alone 
in the corner. 

We just talked with him. Perhaps because we were at that time 
quite selective, picking out those with rehabilitation potential whom 
we thought wu could rehabilitate, we thought, “Well, this a patient, to 
be sure, and there isn’t much we can do about him. He’s just a chronic 
hospitalized, institutionalized patient.” 

But then we added, “Let’s consider him.” He talked nicely ; he was 
quite friendly ; something moved us. We finally decided to include him 
in the list of those we want in the hospital. 

When he came here we had the same reaction. We felt that here’s 
a patient of about 40 who got to the State hospital at the age of 16. 
We felt he wouldn’t be much of a candidate, but at least we would give 
him a try. 

What we got was a miracle ! In 2 months’ time he was transformed 
from a chronic institutionalized patient; he just blossomed into a 
full person. And this was so from almost the very first day. 

What happened was that he suddenly had an audience. In the 
group, he took over the group. On the ward, he took over the ward. 
He was everybody’s older brother. He was so witty, so communicative, 
so full of stories and anecdotes, that patients were always gathered 
around him. He blossomed, veritably. It seemed he had not talked for 
many years, and yet he became a prime candidate for rehabilitation. 
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On. closer study we found that he was remarkably well preserved in 
his personality. He had very good manners. He knew how to talk with 

people. . . , - 

The family history is that everybody drinks. There is a borderline 

alcoholic mother and a father beyond that border. The rest of his his- 
tory can be summed up in the two words “running away.” 

Fe always ran away. He ran away from school, he ran away from 
home, he ran away from one school to another. He ran away from the 
job in which he was placed. He ran away to a relative. That was his 
sole form of protest. Whenever he had a difficulty, whenever he felt 
unhappy, he ran away. He ran away from one State hospital to go 
south, and then got himself admitted to a State hospital there. His 
record is thick with accounts of his escapades and the details about 
them; the hospital in Texas contacted New York, and he was brought 

back by limousine. # , , 

This was the only way he could get any attention; he had found by 
running out that people fussed about him. Once he was back on the 
ward, there was nothing for him to do and he just drifted. Then some- 
thing would pep him up and he would run away and people would 

His diagnosis at the hospital where we found him was psychosis due 
to organic causes, yet we found him remarkably free of any psychotic 
tendencies, and there were no delusions or illusions. He generally had 
good judgment and a very good sense of humor. 

Mrs. Badanes will tell us the rest of the story. 



Mrs. Badanes: 

Actually, this patient’s job placement is the most classic example of 
selective placement. This man had been hospitalized for 23 years; he 
was accustomed to living in an institution. So he needed something spe- 
cial. And this something special came up one day. Previously, Rev- 
erend Jasper had helped us place one of our outpatients at a college 
near New York City. This girl had worked out so well that when a 
job became available in the kitchen, we were asked if we had anybody 
who could fill this job. It was a job where there was also a place to 

live in. 

Of course, I immediately thought of this man. He had worked in 
hospital kitchen for many years, and here was an outside job doing 
similar work. It was in an institution ; as such, it was not going to be so 
different for him. He would have some kind of supervision and living, 
and it was a job he had had experience in doing and could do. 
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We took the patient over right away. He met the person, who was 
in charge of the kitchen. He explained what he could do. The pay was 
great; he had never made this kind of money. It was living and board, 
and somet hin g like $250 a month, and he was just thrilled at the idea. 
After the first interview, we brought him over to stay, and from that 
day on, he has been simply marvelous. 

At the present time, this running away of his has become more 
acceptably channeled. When he has any vacation time, no matter how 
brief, he will take ridiculously long trips. Last week, when we went to 
see him, to tell him we would bring him here today, he explained he 
had just returned from Iowa where he had gone to see his sister, only 
she wasn’t there. 

He had known that she had lived there years before, and he hadn’t 
seen her in years. He wrote her a letter, had it mailed, and imme- 
diately upon having written, he simply went. He didn’t bother to 
wait for an answer. 

When he got there, of course, she wasn’t there. He had spent 46 
hours on a bus, but he adored the trip. He wasn’t the least bit upset at 
having made the long trip and not finding her. And now he can return 
on his own. Later, he found his sister living in Rochester, and he did 
get to visit her. We are frequently surprised to learn that he took a 
trip for a day to go see somebody 150 miles away. The point worm 
emphasizing though, is that he comes back of his own accord. 

The other fascinating thing is, that if he gets the least bit upset or 
depressed on the job, he turns up here. He tells them where he is 
going, and he doesn’t run off when he is supposed to be working. He 
is very diligent about the work he does. But when he is upset, he 
simply comes here, tells us what is on his mind, and gets reassured. 
We go and visit him again soon after, to be sure that everything is all 
right. 

[Patient was presented.] 



Dr. Abdullah: 

Since he has taken this job, this patient has run away twice, and 
both times he came here. Once he came because he had a cold ana was 
not fe eling well. We gave him a couple of aspirins, and he went back. 

Today he told me that 2 weeks ago he came here because he had 
gone for a tooth extraction and it was so painful that he wanted to tell 
me about it. He just stopped me in the hall now and told me. 
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Question: 

How did things go in the hospital i 



Dr. Abd/uMah: 

Unfortunately, as things are, in the other State hospital he could 
not be included in psychotherapy. He just drifted into the hack ward. 
Nobody had any plans for him. On his records, the first few sheets 
were filled with escapes. 

He always got into the limelight whenever he did that sort of thing. 
That he was, otherwise, an ideal patient, has been mentioned a good 
many times. He was no problem in the State hospital. He did a good 
job in the kitchen, he bothered nobody, and nobody bothered him. 



Question: 

Ho you have any idea of what happened in the prior 23 years in the 
hospital that enabled him to remain intact? 



Dr. Altshuler: 

We just don’t know the answer to that question. 

I think I should emphasize that this is the patient who had been 
hospitalized the longest. We have seen several patients, however, who, 
at the very least, were misdiagnosed and, at the very most, have re- 
mained up to 6 or 8 years in a hospital without the necessity for con- 
tinuous hospitalization. Anyone who is interested enough to make a 
survey of the patients in their State hospitals could perform an 
important service, namely, to correct the misdiagnoses and to make 
some arrangements for those people who could be treated. 



Dr. Abdullah: 

Recently, in the group meeting, this patient threw in advice about 
what is the best way of leaving the hospital. He still thinks himself as a 
models having lived over 20 years in hospitals, he knows all about 
the mechanics and the culture of the State hospital. 
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Question to Patient: 

What was the final straw that made you run away from the other 
hospital? 



Patient: 



I wanted a job. 



Dr. Abdullah: 

He wanted some change. [To patient.] But you ran away to another 
State hospital in Texas. "Why? You can’t get a job there. 



Patient: 



I didn’t want to run away from the Texas hospital. They put me 
back in the hospital in New York State. 



Dr. Abdullah to Patient : 

Why did you run away to Texas to the State Hospital ? WThy? 



Patient: 

I didn’t go there. I was going to Williamsburg, Va., to visit my 
friend’s father and mother, but I gave up. The police put me to Texas 
State Hospital, for waiting to go back. 



Dr. AbdvUah: 

He says that he didn’t go to the other State hospital. He went to meet 
the parents of his friends some place, but then he gave up. He gave up 
because he ran short of money and he went to the police and said, “I 
am from a State hospital.” They put him into the nearest State 
hospital. That is what he explains. Then they sent him back. 



60 



PSYCHIATRY AND THE DEAF 



Question to Dr. Abdullah: 

How does he feel being in front of the group here this afternoon? 



Patient: 



Fine. 



Dr. Abdullah: 

The interesting thing is when he was leaving the ward, we had a 
party, a farewell party, and we asked him to give a little talk. The 
poise and the manner in which he spoke, was one of the best speeches 
we had ever heard from one of our patients. He spoke very nicely, and 
was quite moving in his speech, I thought. 



Dr. VoUenw eider: 

I want to add that, in this job David has, he is very good about 
saving money and putting it in the bank. He gets $250 a month and 
saves about $248. He has almost $900 saved. 



Dr. Abdullah: 

He gets board and lodging. He sometimes gives presents. What are 
you saving for? 



Patient: 



To give away. 



Dr. Abdullah: 

> 

He does give presents to patients when he comes here. 



Question to Dr. Abdullah: 
Is he planning to run away again ? 
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Dr. Abdullah,: 

Are you planning to run array from work ? 

Patient: 



Ho. 



Dr. Abdullah: 

Why not? He is still visiting the State hospital where he used to be. 
He goes to visit his friends there, other patients. He is very friendly 
and affec f5 onate and a warm person. He enjoys traveling. Do you 
still go to visit the hospital upstate ? 



Yes, sometimes. 



Patient: 

/ 



Question: 

How do you get along with the students at the college ? 



Fine. 



Patient: 



Question: 

Do you tease the students sometimes ? 



Patient: 

Yes, and they tease me, too. 

Dr. Abdullah: 

He was complaining about the salt shaker here and there— veiy 
messy, and all that. Aside from that running away business, he once 
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in a while visits and talks to people on Sundays. He comes here and 
sometimes gives a dollar to someone. 

o 



Question to Patient: 
Do you want to say something ? 



Patient: 



At college, sometimes, they put sugar upside down. I can J t pick it 
up. I work to clean the tables and the sugar falls on the floor. 

Dr. Altshuler: 

Thank you very much. 

Discussion 



Dr. Altshuler: 

Our policy has been that we make at least a yearly trip to each of the 
21 State hospitals in the State of New York to renew our acquaint- 
anceship with deaf patients who are there; we try to review the case 
with the staff of the hospital, and pick up any new cases that have been 
admitted since our previous visit. 

Just recently ^e have been able to obtain an official ruling permitting 
us to transfer here, temporarily, patients from one of the other hospi- 
tals when we have an empty bed on the ward. The length of time is 
decided by how long we think it will take to do whatever we can for 
them. If we cannot help them, then we are able to return them to the 
hospital from which they originated. That will give us, in the next 
2 years, a chance to rotate many of the 300 cases in the State through 
the unit 

ft 

Question to Dr. Abdullah: 

Do you find that your deaf patients respond to psychotropic medi- 
cation any differently from hearing patients? 



1 



INPATIENT PROGRAMS 



63 



Dr. Abdullah: 

I don ? t think so 5 not the psychotics. But we have been able to take 
many of the patients off of psychotropic medication. With the last 
patient you saw, we put him on a small amount of tranquilizer before 
he left because we were afraid of how he would react. We were more 
afraid than he was, because we felt it would be a new experience 
for him. We put him on a very small dose. 

We have found that some of the brain damaged cases are super- 
sensitive to phenothiazines, and some — in whom we had been certain 
of brain damage — had oculogyric crises. In such cases phenothiazines 
can almost be used for diagnosis. 



Question: 

In your group of 300 patients, do you find a variety of disturbances 
that differ from the normal or hearing patient population? 



Dr. Altshuler: 

Yes, we do. We will be talking about that tomorrow. The preponder- 
ance of them are schizophrenic, with the same proportion that you 
would find in the hearing population. There are some from the manic 
depressive and cycloid groups, but we very seldom see a retarded 
depression. Cases in the manic depressive and involutional groups 
usually show the more hgitated forms of depression, or are paranoid 
in their presentations. 

There seem to be, on the basis of the State hospital files, fewer 
alcoholics. We also haven : t seen many alcoholics in the outpatient 
clinic. 

There is an increase of certain organic illnesses, like retinitis 
pigmentosa, which causes mental deficiency, as well as deafness and 
blindness. At times the triad goes together with psychosis. 

There is also an increase in the category, psychosis with mental 
deficiency, even after we changed the diagnosis in misdiagnosed cases. 
I think that is because there are a number of cases that became deaf 
through illness that leave brain damage as well as deafness, thus 
leading to mental deficiency. If se-:\ persons should later become 
psychotic, you have a psychosis with mental deficiency. Otherwise the 
diagnostic distributions are quite similar for deaf and hearing. 
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Question: 



The young man who was sitting at the corner, who had had 1 year 
of college, has he been catatonic ? 



Dr. Abdullah: 
Yes. He is slightly better. 



Dr. Rainer: 

When he first came to this ward, transferred from another ward, 
we thought we had another one of the miraculous improvements. He 
came in catatonic, and within a week or 2 weeks he was playing 
ping-pong with other patients and was the champion of the ward. 
But he slipped down again; he has had a few little rises since then. 
He is now in a little better rise. 



Question: 

Boring group therapy session I noticed the patient we last saw say- 
ing that he behaved, that he listened to the nurses. In what context was 
he saying that ? 



Dr. Abdullah: 

It was in a discussion of a patient for whom discharge was not in 
sight. From his long experience in State hospitals lie learned the rules 
for getting along with the staff — obey the nurses and go to the oc- 
cupational therapy regularly, and work. He is an expert on how to 
make out in an institution. 



Question: 

Was he recommending this advice to her? 



Dr. Abdullah: 

Yes. These are the common rules to follow to get out of the hospital. 



, Second Day 

Theoretical Considerations in Development and 
Psychopathology of the Deaf 

Dr. Kenneth Z. Altshuler 



Dr. Rainer: 

The New York Psychiatric Institute, where we are meeting today, is 
the key research and teaching institution for the New York State De- 
partment of Mental Hygiene. It is operated by the State of New York, 
as are Rockland State Hospital, where you were yesterday, and the 
other 20 or so State hospitals throughout the State. 

This Institute is primarily a research and teaching institution. It 
also has a small clinical service, and a community mental health pro- 
gram and serves as the center of psychiatric teaching for the College of 
Physicians and Surgeons of Columbia Medical School, across the 
street, which is part of the Columbia-Presbyterian Medical Center. 
The staff of the institute hold dual appointments with New York 
State and with Columbia University. There are a half-dozen .or so 
research departments such as biochemistry, experimental psychology, 
as well as Lie Department of Medical Genetics which is our depart- 
ment, and the one under whose aegis this entire deafness work has been 
going on since 1955. 

Dr. Lawrence C. Kolb, professor of Psychiatry at Columbia, and 
irector of the Psychiatric Institute, wished me to express his regrets 
that he couldn’t be here to welcome you in person this morning. Prior 
important engagements unfortunately made it impossible for him, 
but he wants you to know of his interest in this work and his apprecia- 
tion that you have come here. To begin our program, Dr. Altshuler will 
talk about theoretical considerations in the psychopathology of the 
deaf. This afternoon we will allow time for any discussion which 
you may wish to contribute. 



Dr. Altshuler: 

We can approach the theoretical considerations in the area of deaf- 
ness from two viewpoints: One would have to do with the effects, if 
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any, of deafness on personality structure and liow these effects might 
be mediated. Secondly, we can consider the implications of studies of 
the deaf for psychiatric or psychoanalytic theory. 

The work of our projects in New York has been concerned with the 
effects of the handicap on the deaf, and also with what we as psychia- 
trists or theoreticians can extract from this population that would be 
of interest and value in the field. So I will begin by telling you some- 
thing of what we have done, and also what remains to be done — 
which is much greater, and of which I hope you will become a part. 

It is obvious that the primary limitation of deafness is the auditory 
input, and that whatever the other consequences are, they derive in 
some way from this initial limitation. 

Deafness interferes directly with the mother-child relationship, for 
if either the parent or child is deaf, communication with each other 
is limited. Indirectly deafness interferes by way of the feelings that 
are evoked in the mother who has an affected child. Bowlby, 1 for ex- 
ample, has told us that auditory contact forms a very intimate part 
of the child’s bond to his mother, and that a baby can be quieted when 
he is only a few weeks old if he can hear mother’s voice, even from 
the next room. This auditory contact is lost to the d eaf child. 

Another thing which I think is important in the relationship of 
parent to child in the presence of deafness, is the misguided advice 
that parents often get, to the effect that they should not use any type 
of l ang uage with the children except speech. In the end this amounts 
to what you might call a sort ox double bind, where the message is 
“I won’t communicate with you (the child) because I love you and 
ultimately want you to be able to learn to speak.” Actually, however, 
this attitude can make for separation between parent and child if 
carried to an extreme. 

Obviously, the absence of audition also interferes with the develop- 
ment of speech and language. This means that these functions don’t 
com6 into play in personality development at the time in which they 
normally would be expected to. While deafness, of course, doesnt 
make anyone stupid, the retarded language development leads to a 
■functional retardation in many deaf persons. For example, the stu- 
dents who graduate from a school for the deaf at the age of 17 or 18 
function, on the average, at a fourth-grade level of reading, or maybe 
on a fifth-grade level in arithmetic. 

The important consequences of this absence of audition and language 
are that there is a lack of conceptual tools for the child to use to codify 



* Bowlby, J. The nature of the chUd’s tie to his mother. Int. J. Ptycho&nalysi*, 39: 350, 
1958. 
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and synthesize his experiences, and he does not have the conceptual 
or symbolic hooks on which to hang his experiences . 2 A number of 
studies have indicated that as a result there are some kinds of defects 
in abstraction. This has been the broadest finding, although the abso- 
lute definition of what these defects are is still a matter of speculation. 
They have been listed variously as defects in evolving symbolic rela- 
tions, in recollection of similarities, and in deduction of consequences. 

"What is of interest to us is that a number of these abilities to ma- 
nipulate symbols may be important for evolving a sense of feeling for 
other people, and perhaps even for exercising self control. 

Traditionally, and I believe quite correctly, all these problems have 
been attacked by an emphasis on early education. With the communica- 
tion barrier present, educators are faced with a vast and demanding 
task, to get the information into the children. As a result, a sort of 
dependency is fostered in the children who become used to being spoon 
fed. Unfortunately, there is not enough time remaining to encourage 
their own free-wheeling development or independent creative thinking. 

Frank "Withrow, whom I mentioned yesterday as starting a curricu- 
lum of social hygiene, has been trying to get across some information 
on sex and genetics. He noted that in the beginning the students al- 
most refused to participate, because they wanted and expected the 
teacher just to tell them. The teacher would ask them questions and 
demand that they put out some kind of independent thought. This they 
were reluctant to do . 8 

In addition, there are the usual effects of residential schooling. Long 
separations from home are involved and the children are segregated 
by sex ; whatever the effects of these aspects of residential education 
may be, most of our deaf children have been exposed to them. As far 
as I know, there is no way to tease apart and clearly allocate a par- 
ticular effect to any of these factors individually. This remains a per- 
sistent and important challenge. 

There can be no doubt, however, that the overall effect of deafness 
is a stressful one. Because of its wide and durable impact on person- 
ality development, it could perhaps be expected to wipe out some 
individual differences. That is, the very universality of this stress on 
all sectors of development would lead, I think, to some similarity in 
people affected. 

Within the limits to which any generalization is true, we had noted 
certain definite aspects of character in the deaf adult population with 



*For a fnU treatment of these aspects see Altshuler, X. Z. Personality traits and 
depressive symptoms in the deaf, in Recent Advance* i» Biological Ptychiatry, VoL 6 
(J. Words, ed.}. New Tort, Plenum Press, 1964. 

•Withrow, F. Illinois School for the Deaf, Jacksonville, m. Personal communicatloa. 
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whom w© come in contact. These were particularly clear in the neurotic 
patients in our outpatient clinic, and of course, even more emphasized 
in psychotic groups. 

But we concluded that even in our interviews with normal patients 
and normal subjects, we could detect certain similarities. These in- 
cluded what we might call a lack of understanding and regard for the 
feelings of other people; I suppose it is summarized in the term “lack 
of empathy.” It is a lessened awareness of the impact of their own be- 
havior on other people and its consequences, and the tendency to im- 
pulsive behavior with a kind of limited control. 

I do not mean to say that conscience is necessarily impaired. I think 
these people have excellent consciences, but there is, in many of our 
people, something about the control of impulse which, even without 
brain damage, seems to be limited. As the pressure for impulse builds 
up, the controls and constraints that are available somehow are not 
up to the task. 

On© thought we came upon when ve were reviewing what the stresses 
of deafness were, was that in many ways it seemed to resemble some of 
of the theories that were advanced about the genesis of schizophrenia. 
For example, this idea I referred to, that “I won’t talk to you because 
I care for you,” smacked to us of the double bind. 4 The whole disturb- 
ance in the parent-child relationship, with the increase in the maternal 
guilt feelings, or wishes for rejection, or denial of the real needs and 
limitations of the children — all this sounded to us like the sort of t h i n g 
that had been described in schizophrenogenic mothers. 

The fact that, where conceptual growth was involved, physical de- 
velopment went on quite normally while psychological development 
was necessarily slowed down, sounded, we thought like Bender’s 5 idea 
of uneven development in sectors of personality or an imbalance be- 
tween development and maturation. 

We thought that this would be a good group in which to see whether 
or not schizophrenia is found with an increased frequency. We thought 
that this group could be used in that way to test the old genetic- 
environmental question in schizophrenia. 

What we did was to study all the siblings of the schizophrenic deaf 
subjects that we found in our State hospitals. There were some 3S1 
individual siblings, of, I believe, 138 cases. 

The idea, here, was that if the deafness had indirectly contributed 
to the development of schizophrenia in the children, then the siblings 



■* Bateson, Q. et al. Toward a theory of schizophrenia. Behav. Sci., 1: 251, 1956. 
s Bender, h. The concept of plasticity in childhood schizophrenia. In Psychopathology of 
Schizophrenia (P. Hoch & J. Znbin, Edfl.). New York, Grnne & Stratton, 1960. 
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would be just like the siblings of any other normal group of people, 
and they should have a schizophrenia rate which would come veiy 
close to that for the general population. 

On the other hand, if the gene structure had somehow been the nec- 
essary agent for the development of the schizophrenic process, then 
the siblings of the index cases would have the same likelihood of 
developing the disease as the siblings of any other group of 
schizophrenics. 

The results of the study and some of the problems along the way 
can best be reported with the aid of a few tables. The first (table 1) 







TABLE 


1 




DISTRIBUTION OF SCHIZOPHRENIC HOSPITAL PATIENTS IN NEW YORK STATE 
ACCORDING TO LENGTH OF HOSPITALIZATION 


Hospitalized Schizophrenics 
In New York State 


Percentage Of Schizophrenics Hospitalized: 


Hearing Status 


Total 


Less Than 5 Years 


5 Years And Over 


20 Years And Over 


Hearing" 


52,225 


24.2 


75.8 


35.4 


Deaf 


120 


10.8 


89.2 


47.5 


"State Of New York, Department Of Mental Hygiene, Annual Report, 1957 



shows one of the difficulties we ran into. In the beginning, we thought 
we would take a count of schizophrenics in the hospitals, compare the 
number of deaf among them with the number of hearing, put both of 
these over the denominators of the total populations in the State (deaf 
and hearing), and then we would come up with a schizophrenia rate 
for the deaf, and one for the hearing.* 

It turned out that, calculated this way, the deaf had about turns 

the percent frequency of schizophrenia as the hearing. When we 



« Actually even this method, the abridged Weinberg method, involved certain assumptions 
about age of risk and the ratio of hospitalized to nonhospitalized patients. These are 
omitted for the sake of brevity in this presentation. For a fuller treatment see Rainer, 
J. D. and Kallmann, F. J. Genetic and demographic aspects of disordered behavior patterns 
in a deaf population. In Epidemiology of Mental Disorder (B. Pasamanick, ed.). Wash- 
ington, AAAS, 1959, and Altshuler, K. Z. and Sarlin, M. B. Deafness and schizophrenia: 
Interrelation of communication stress, maturation lag and schizophrenic risk. In Expanding 
Goal* of Genetic* in Pigchiatry (F. J. Kallmann, ed-)* New York, Grune & Stratton, 
1962. 
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looked at it more closely, the problem was that deaf patients tended 
to stay in the hospital longer ; for example, if you had 10 people in the 
hospital, and instead of two of them getting discharged this year 
and two new ones coming in, the first two stayed on, and then two new 
ones came in and the same thing happened the following year, you 
would soon end up with 14 or 16 deaf schizophrenic patients in the 
hospital, yiel ding an unrealistically high numerator, and therefore an 
overstated frequency rate. This kind of a comparison, then, would not 
be valid. 

The table demonstrates that the percentage of deaf schizophrenics 
who are hospitalized 20 years and over is greater than the percentage 
for the hearing, namely, 47 percent to 35 percent, and the same holds 
true for 5 years and over— 89 percent to 75 percent ; whereas most of the 
hearing schizophrenics were hospitalized for less than 5 years. 

Table 2 represents a general review of the various genetic studies 
of s chiz ophrenia that have been done. The first column is frequency 
in the general population. We use as our comparison the Kallmann, 
1946 study since he used a New York State population, just as we did, 
and the diagnostic criteria he employed were conservative and com- 
parable to our own. 



TABLE 2 


FREQUENCY OF SCHIZOPHRENIA 

IN THE GENERAL POPULATION AND IN RELATIVES OF SCHIZOPHRENICS 


SOURCE 


Frequency Of 
Schizophrenia In 
General Population 


Frequency Of Schizophrenia In The Relatives Of One Schizophrenic 


Stepsibs 


Half Sibs 


Full Sibs 


Dizygotic 

Cotwins 


Monozygotic 

Cotwins 


Parents 


Various Investigations 
(1916 to 1953) 


0.3-2.4 


— 


7.6 


4.5-12.0 


12.5-14.9 


68.3—81.7 


7.1-12.0 


Kallmann 1946 
(twin index cases) 


0.85 


1.8 


7.0 


14.3 


14.7 


85.8 


9.2 



Let us look at the findings. Frequency in the general population is a 
little less than 1 percent. Note that as a person becomes more geneti- 
cally like an index case who has schizophrenia, the likelihood of 
his incurring the disease increases stepwise. With monozygotic twins, 
one of whom is schizophrenic, the likelihood of schizophrenia .in the 
cotwin is 86 percent. With full siblings, it is about 14 percent. In other 
words, if a person is schizophrenic, of his siblings — if he had TOO of 
them — about 14 are likely to develop the disease. 

Table 3 is a summary of the study that we did, and the last column 
mostly tells the story. The siblings of deaf schizophrenics throughout 
the state had a schizophrenia expectancy rate of about 11 percent. 
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TABLE 3 



SCHIZOPHRENIC RISK DATA 

IN THE SIBLINGS OF DEAF AND HEARING SCHIZOPHRENICS 





Number Of Siblings 


Corrected Frame 


Crude 


Corrected 




Surviving 
Age 15 


Definitely 

Schizophrenic 


Of Reference 


Risk (%) 


Risk (%) 


Of Deaf Index Cases: 












Hearing Sibs 


303 


25 


223 


8.3 


11.2 


Deaf Sibs* 


28 


3 


19 


10.7 


15.8 


Total 


331 


28 


242 


8.5 


11.6** 


Of Hearing Index Cases 
(Kallman 1946): 


2014 


184 


1288 


9.14 


14.3 



* Includes Seven Cases With Marked Hearing Loss 
** 14.1% If Probable Cases Are Included 



There is no significant difference between the rate for hearing siblings, 
11 percent, and that for the deaf siblings of the index cases, 15.8 per- 
cent. None of these risk figures differed significantly from, the 14 per- 
cent rate for sibs of hearing schizophrenics (Kallmann’s 1946 study) . 

We had hoped in the beginning that by the comparison of hearing 
and deaf siblings (of the deaf schizophrenics) we would be able to 
define what really was a quantified rate of the impact of deafness. 
The impact apparently was not very much, although there is an indica- 
tion that deafness is somewhat more of a stress. In other words, this 
study indicates that whatever other impact deafness may have on per- 
sonality development, at least it does not seem to have an appreciable 
influence on the likelihood of one’s developing schizophrenia. 

Another finding with several theoretical implications was suggested 
almost accidentally. We were reviewing the cases both in our out- 
patient clinic and among the inpatients, for the frequency of various 
symptomatology. What emerged was a singular absence of retarded 
depression in either group. 

When we look over our case material, we found we had at that time 
some 300 patients in the outpatient department. And we had roughly 
between 250 and 300 people that we had seen as inpatients. There were 
no more than two cases of what you might call a true, retarded depres- 
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sion; in other words, where the person looks down, shows psychomotor 
retardation, does not respond when you question him — tilings of that 
sort, which we associate with the psychotic depression. 

Instead, these cases showed a paranoid form of depression, or a very 
anxious, agitated presentation, but without the mea culpa content 
seem among the hearing, the self recriminations and excessive sense 
of guilt. 

We wondered why this should be, and I think we could be reasonably 
sure that we were not missing cases. They weren’t disappearing into 
the hands of the private practitioner and not coming to us, for we 
had very good contact with most of the deaf population. If these cases 
did exist, they should have shown up, one way or another, either as 
inpatients or on our clinic rolls. 

You will recall that Freud said that depressions are a splitting of 
the superego in which one part proceeds to berate the other . 7 This was 
clarified by the work of Abraham 8 and Rado 9 who recast what hap- 
pens in depression in terms of psychodynamics. These authors called 
attention to a premelancholic phase of coercive resentment towards a 
love object. 

According to Rado, the course of this melancholic resentment 
determines the quality of the subsequent depression. When the rage 
fails to regain the magical services of the object, the adaptive method 
of repentance may be invoked. This involves a great deal of chest 
beating, sense of guilt, and so forth. 

The idea here is that self punishment will bring forgiveness and love, 
and therefore re-evoke the assistance of the love object, and so the 
rage is impounded and internalized, and turns against oneself. The 
whole process of guilty expiation, ironically, still continues to serve 
the primary goal of coercing the love object. The clinical picture then 
depends on the balance that is established between guilt, rage and 
fear. If guilt predominates, you get the guilty berating of oneself. If 
the rage is so frightening to the individual that it must be totally 
repressed, then you get the retarded depression with its constricted 
general function; whereas if just fear of direct expression of this 
coercive rage is present, yon get the more agitated depression, as the 
rage bubbles to the surface, is barely held in check, and evokes anxiety. 



7 lrrtua, S. Mourning and melancholia. In Collected Paper* *, Vol. 4. London, Hogarth 
Press, 1925. 

* Abraham, K. Manic-depressive states and the pregenital leTels of the libido. In Collected 
Paper* onP*ychoanaly*l*. London, Hogarth Press, 1927. 

•Eado, S. Psychodynamics of depression from the etiologic point of view. Ptycnotom. 
Med., IS: 51, 1957 
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Under certain conditions you -would not expect to see a retarded 
guilt in depression. For e xamp le, it should not occur when the con- 
trol machinery of the individual is limited and when impulsivity 
predominates 5 so that tensions are discharged in action, rather than 
contained through intrapsychic maneuvers. This is what is seen in 
the deaf, for the most part. Thus, the absence of this type of depression 
in our deaf population seems to us to be a kind of indirect confirma- 
tion of some of the psychoanalytic descriptions in the theory of 
depression. 

The underlying idea would be that language, or the closeness of con- 
tact which it brings, plays some role in the internalization of rage and 
the ability to impose constraints upon oneself, and that this process 
may be limited in deaf subjects; therefore, instead of a retarded de- 
pression developing, we get either a paranoid form or the more agitated 
one, in which the rage is very close to being acted out. In talking to 
some of these subjects, we find that the rage is very close to the surface, 
and the main feeling you derive is that they are angry and afraid of 



enough to study as best we could. All of us who are in practice work in 
some way, directly or indirectly, with psychoanalytic propositions, but 
it is a theory that has so fan defied scientific confirmation of most of 
its tenets. 

There are a number of other questions of theoretical interest in 
working with the deaf. One is the question about auditory hallucina- 
tions. Dr. Abdullah, I th ink, at an earlier session, gave you the answer 
insofar as we have it . 30 There is, to begin with, the question of what an 
hallucination is, anyhow. Certain visual hallucinations can be in- 
duced with drugs, where you get, for example, measurable EEG 
changes. We have not seen reports of auditoiy hallucinations in the 
literature which show anything measurable. 

As Dr. Adbullah said, if the subject has had hearing, we would 
guess that lie might have something which would resemble an auditoiy 
hallucination. If he has not, one might assume that all he can have 
is an hallucination of what he conceives of as audition, since he never 
experienced it. 

I%nre 1 is a picture drawn by a man who had become deaf at the age 
of 13 months; the picture represents his conception, during a psychotic 
episode, of how he heard the voice of God. You can see that some 
voice comes in through the ears and some of it comes through wires 



ieir anger, rather than that they are depressed. 

While the method of arriving at this confirmation of analytic theory 
is somewhat devious, we felt that the questions were important 
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xvo from -the heart and. down to the wrists and. ankles. The figure also 
shows the words that God is saying to him. From this picture, we 
would judge that the hallucination is primarily a vibratoiy one. pfis 
is what most of our patients who claim to have auditory hallucinations, 
really show us. 

Als o of some interest is the question of paranoia, one we are almost 
always asked about when discussing our deaf patients. We do not find 
that there is increased frequency of paranoia among those with early 
deafness. The paranoid stereotype is a person who loses his hearing 
in adulthood, and who therefore begins to think he is missing things 
and becomes suspicious and embarrassed. Those we see with early total 
deafness tend, as a group, to be much more trusting, and I don't think 
that as a group they could be classified asparanoids. 

A question of greater interest — and here is something tnat we haven t 
begun to touch on, and certainly ideas on this would be very im- 
portant — is the quality of the paranoid delusions that may develop in 
any paranoid case. For example, do complex systematized delusions 
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require tlie presence of language for their evolution? I have a hunch — 
but only a hunch — that they may. 

Even more important might be the question of the dynamic bases 
or the quality of paranoid delusions. You are undoubtedly familiar 
with. Freud’s famous characterization of paranoid delusion as develop- 
inginterms of £C X, a man love him, a man.” and the various transforma- 
tions of the subject, verb, and/or object. It is no longer accepted that 
’ homosexuality is the sole and sufficient basis of all paranoia. But the 
basic statement might be changed so that instead of “I love a man, ” it 
could be that I want to depend on, or I want to dominate or control 
the power of either a man or a woman, with various manipulations of 
the subject, verb, and/or object . 11 From this there are complex or 
simple ways in which one can develop paranoid difficulty. 

For example, a complicated and yet not uncommon way would be 
that someone has an aggressive motivation to do mina te someone else; 
he fears that because of his own aggression he will be retaliated against, 
and so he represses his aggression and projects it onto the other man, 
who he then feds is after him, or whom he wants to force into homo- 
sexual submission. This is typical of a complicated way for paranoid 
delusions to evolve. 

An example of a more simply rooted paranoid development, say, 
on the basis of dependency and its frustration, would be that, if I want 
something from you and you don’t give it to me, you don’t lik e me. 
Therefore, you hate me. This, it seems to me, is more often the kind 
of thing that is involved in our deaf patients. We do not, however, have 
either a nose count or any way to really establish with certainty pre- 
cisely what is involved, because of the language problems. We are able 
to get an idea or a feeling of whether the patient is paranoid, but often 
you cannot get a clear statement of what the delusion or its bases are. 
If we could have a methodology to attack this area, it would undoubt- 
edly yield a valuable harvest for us as psychiatric theoreticians. 

Several other areas of theoretical interest can be approached in 
working with the deaf. One is the feet that the altered language de- 
velopment and the manual language itself may result in symbolic as- 
sociative paths that are different for the deaf than for the hearing. 
These altered associative paths could mean that events may be experi- 
enced differently by certain deaf persons, or that an emotional frame 
of reference developed on these pathways may differ from the frame 
of reference of the hearing. 



11 For the theoretical Ci'erivation of these changes see Ovesey, L. PsendohomosexualltF, the 
paranoid mechanism and: paranoia : An adaptatlonal revialon of a claaalcal Erendian theory. 
Psychiatry, 18 : 163, 1656. 
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For example, S ehean 1 * did a word association study with educated 
deaf youngsters, and lie found that the deaf gave simil ar responses 
to those of the hearing, as primary associations, for only about 40 
percent of the words of the Rosanoff list. This is only a beg innin g 
study, but it indicates that for the deaf the word, at least, leads to a 
different pathway, that it takes one off in a different direction, and so 
the whole thread of associations to any stimulation may be different. 

I fully realize the limit ation of that statement. At this point I am ' 
fallting about words, but perhaps other experiences which are orga- 
nized around words will also lead to different associations in the deaf 
and in the hearing, and therefore will have a different cognitive-emo- 
tional m eaning . This, too, I think, has practically unlim i t ed importance 
for use as theoreticians in the field of normal development. ( 

In our own work, in the course of therapy, we have had to be alert 
for some of the differing associative threads. One woman, for example, 
who came into therapy for a marital problem, caused, in part by her 
sexual frigidity, told of having a dream that a group of birds were 1 
invading ber household j in the dream, she stamped out these birds 
very vigorously, and they were frightening to her. After this, she 
found that she was able to have sex with her husband, but she was 
no longer able to kiss him. 

Figure 2 is a drawing by the patient of one of the birds. It is clearly . 
a p hallic drawing, and it is obvious why this was the bird she was 
stamping out and getting rid of in her house. But the question is, why 

Figtjei 2 
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a* Schein, J. Word association conformity In deaf and hearing college students. Presented 
at American Psychological Association meeting, New York City, 1951. 
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was it that after having this dream she could have sex with, her hus- 
band but couldn’t kiss him ? 

We puzzled about that for quite a while. Then it came to us — and I 
think this is the correct interpretation for she seemed to accept it, and 
it led to an alteration in the intensity of the symptoms. In sign language 
the sign iovkiss and bird are very similar. 

At all events, this was a sort of symbolic demonstration of how the 
associative pathways might be different. This similarity in signs was 
the vehicle for this patient’s displacement upwards of the phobic 
avoidance. But the extent to which such different pathways may 
influence cognitive experiences <md the integration of experience, have 
not been touched upon at all. 

A final area of interest, already noted to you during these 2 days, 
is that the traumatic effects of early deafness are sufficiently severe 
as a problem to cut across individual differences and to result in cer- 
tain common shared traits. This is, I believe, one of the most fascinat- 
ing areas of our subject. As an extension of this finding, we hope also 
to get into the study of whether or not parents who are deaf, who 
have congenital or early acquired deafness will therefore have certain 
qualities in common, will then influence their hearing offspring in any 
way that would mak e them (the children) consistently different from, 
say, a random cross section of the hearing population. 

Ws rather expect we may get into such a study in the next 4: or 5 
years. It was really brought to my attention by the fact that I met 
some of the children of deaf patents and had also had two of than in 
treatment as private patients. They were probably the nicest people I 
have ever met. There was in them a kind of unusual willingness to 
be helpful, and an interest in other people — along with certain prob- 
lems, to be sure. It would be interesting to see whether this hunch is 
generalizable, and whether being brought under the aegis of two par- 
ents who have both deafness and the specific qualities of character 
that go with it, can result in different personality structures in the 
offspring. 

To sum up, I have tried to touch on a few aspects of psychiatric 
theory which may help in an understanding of the deaf, and on areas 
where knowledge of deafness may amplify or enhance our own theoret- 
ical certainty as psychiatrists. From even this cursory treatment it 
should be clear that, just as psychiatry has much to offer the deaf, so 
too, the deaf have very, very much to offer us as psychiatrists. 



Dr. Rainer: 

The conference is now open for discussion of any of these points. 
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Dr. Paltrow: 

Have you heard of people who are partially deaf having auditory 
delusions? 

Dr. Altshuler: 

I don’t see any reason why it should not occur, though I myself 
have not seen such patients. 



Dr. ScKlesinger: 

There are informal reports about some of the adult deaf taking 
LSD in California and developing auditory delusions or hallucina- 
tions, but they are purely anecdotal 



Participant 

You mentioned that the deaf lose the input of the emotional cues, 
the l ullab ies, and the other vocal phenomena associated with the emo- 
tional expression between mother and child, and they lose language. 
Tn addition, they also lose the distance cues and the spatial cues that 
are mediated by sound. Today, with the interesting work that is 
being done in echo location, it is becoming much clearer that these 
are essential cues for certain aspects of early ego formation. 

I am wondering whether perhaps some of the loss of input, very 
early in life, might not also result in some perceptual ego distortions 
in this area. The whole attitude toward danger, toward interpersonal 
distance and territoriality, 'in a person who is unable to perceive 
auditory d ang er signals, would seem to be a very basic thing. 

The totally deaf mother also appears to be less responsive to the 
infant, even though she may be seeing the crying behavior of the 
infant. There is something uniquely imprinting, as far as the maternal 
response is concerned, which has to do with the auditory signal. 



Dr. Boston: 

Was there any difference in the psychopathology of people with 
middle ear deafness, compared with cochlear or nerve disease? 



Dr. Altshuler: 

To date we have not studied our group from that viewpoint. 
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Dr. Brummzt: 

Hearing teenagers frequently think that someone is calling them, 
and they investigate. Do you have the s am e thing in deaf children, 
and if so, does it occur more frequently or less frequently? In the 
hearing, it is a very co mm on teenage phenomenon. 



Dr. Altshuler: 

I have never asked our teenagers directly about that but I have not 
been impressed with any increase in frequency. 



Dr. Brumndt: 

It is usually the thought that a parent is calling them. 



Participant: 

I was going to say it is my impression that teenagers more often 
have the impression that someone is not calling them! 



Question: 

I would like to return to the question raised about character struc- 
ture; I think there is a correlation between yesterday’s presentation of 
the group therapy, and some of Dr. Robinson’s work, which I hope 
he will get a chance to tell us about. The statement has been made 
that deaf people can be insensitive to the feelings of others. Perhaps 
what we are talking about is our insensitivity about their sensitivity. 
I think hearing people may be the ones who don’t know. When you 
see deaf people in groups and hear about their experiences in groups, 
I t hink what one is impressed with is that one deaf person picks up 
the feelings of the other deaf person. I think it may be a barrier 
between the hearing and the deaf, rather than, necessarily, a character 
structure defect in the deaf. That is the impression I get from listening 
to them. 



Dr. Altshuler: 

That strikes me as a very good point. Of course, before we accuse 
someone of not understanding, we must be clear that they have had the 
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opportunity to understand. If we say they are not attentive to the feel- 
lngs of other people, we must, be certain that we have at least given 
.em the chance to have the picture flashed to them— whether they 

P t °^ n0t * The ? &en°hly can we decide what to say about it 

1 didn t have the time to go into a number of case histories. I think, 
however, that we have seen it often enough where the context is clear 
where one would expect that there would be an awareness, a greater 
awareness, of the other person’s feelings than we have actually seen in 
a number of particular instances. 



Dr. Rainer: 

This comes out specifically in marital counseling of deaf couples, 
where I think we have a fairly good sense of what the degree of 
understanding between husband and wife should be. In our deaf cou- 
p es, I have seen some big gaps in one spouse’s understanding of the 
problems and the difficulties of the other. 



Dr. Boston: 

You mentioned the need for physical contact between people in one 
of the cases yesterday, in the relationship of the youn* woman to her 
mother. The relationship was described as symbiotic. My first question, 
would you have any particular observations on separation anxiety in 
the deaf ? And my second question, are you aware of any school phobia, 

or story of school phobia, in the background of some of your case 
histones? 



Dr. Altshuler: 

Let me take up the second question first. I have seen a couple of 
school phobias developing, but they were usually an end response to 
a particular fear of the school, or a constellation of events at home, 
which were easily enough modified, so that the children were happy to 
come back to school. As for separation anxiety, that I have not seen. 



Dr. Rainer: 

Characteristically, there would not be much separation anxiety. It 
would be- diminished because of the fact that there hasn’t been that 
much closeness to separate from. 
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We had contact with someone who has been a longtime worker with 
the deaf, and she told us that she saw a curious lack of prolonged grief 
or mourning at a loss, such as a- death — which, of course, involves a 
clear and real separation. 



t 

i 

Dr. Levy: 

I was curious about the idea of loss of erotization of the ear zone 
in the course of development, and I am wondering whether or not we 
might theorize that this is displaced to the visual function, and tha t 
as a consequence, the visual apparatus becomes so much more important 
for the deaf person that one might perhaps expect to see in disorders 
of the deaf a greater incidence of such things as Peeping Toms or other 
antisocial problems, which present a practical problem in an outpatient 
1 setting. Have you come upon this as such ? 



Dr. Altshuler: 

No, we have not. In our experience here we have not seen any par- 
| ticular increase of symptoms which you would refer to the eye. For 
the most part, we see mainly symptoms that one would refer to action 
impulse, shortsighted activities, not psychopathic — in the sense of some 
smooth swindler but just impulsive actions, where a person does 
something destructive; he wants something, he steals it, and he is 

genuinely sorry afterwards, but he would do it again next time just 
the same. 

It is an interesting point in the sense that this kind of theoretical 
construction can be tested by collecting developmental material. This 
is one of the things we really need to do so much more in psychiatric 
research, but unfortunately, it is seldom done. 



Dr. Shipley: 

I understand that loneliness often is a psychopathological stress 
point among the deaf, even in deaf schools. At least, that is what I 
am told by some of the teachers in our school. Would you care to com- 
ment about this as a psychological dete rminant ? 
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Dr. Rainer: 

I wonder what the experience along these lines is, of some of you 
people who have had contact with the deaf. I have certainly seen in 
deaf adolescents complaints of terrific loneliness. They can’t communi- 
cate ; they can’t use the telephone. They feel very sad and lonely. 



Dr. Shipley: 

The point of my question is, is it enough of a factor so that one 
can make a generalization to the effect that the deaf, by and large, suf- 
fer from loneliness. 

Dr . Adams: 

This reminds me of what happens in the book by Carson McCullers, 
The Heart is a Lonely Hunter. The central character, who plays a 
most meaningful role, is a deaf mute who finally commits suicide, 
whereupon they all realize that he was tremendously lonely, and that 
he was not by any means the understanding, empathetic person they 
had thought him all along. 



Dr. Altshuler: 

I would say a problem arises, when you try to ask if the deaf are 
more, or less lonely than other people. For it is hard to measure loneli- 
ness. 

The fact is that deaf people tend to congregate and cluster in the 
cities near their schools ; they maintain a lot of contact with the school, 
and they often use the school as a base to return to when they are in 
trouble, to check back in with, the way this fellow whom we showed 
you yesterday uses our hospital. 

The schools are places where the deaf seem to feel understood and 
communicated with and cared for. There are other deaf people, of 
course, who are perhaps even more alone, but I don’t know how one 
could make a comparison of the more or the less lonely. 



Dr. V ollenweider : 

It has been the feeling of several of us who work with the deaf that 
they like to be with people. I think that withdrawal is a symptom that 
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is frequently seen among hearing schizophrenics. The deaf don’t seem 
to lose that drive to be "with people. It probably is a compensation for 
the loneliness that they are made to feel. They get gratification out of it. 



Dr. Altshuler: 

In this connection, it seems to me that we look at deaf people and 
conclude, “They don’t hear. They must be isolated.” 

They are isolated, to be sura, but whether they feel isolated is a 
different matter. We have to be careful that we are not reading into 
them what we would feel if we were in their position. They may, be- 
cause of the absence of audition, have an entirely different experience, 
one not perceived with the emotional qualities that we think of when 
we speak of isolation. 



Question: 

I think this draws attention to the essence of communication, where 
it is often not the intellectualized inclination or the verbal informa- 
tion that seems to be important. 

It has frequently been my experience, in talking to deaf people, 
that they will make some gesture that indicates understanding or 
affirmation of what has been said. When you follow it up, however, with 
some kind of interrogation or interrogatory remark to see if this is 
true, you find that it is not true. This seems to indicate that the im- 
portant thing is that there have been two people, that there has been 
an affective diad, but that the understanding of content is sort of a 
fringe benefit. One gets the sense that the experience is gratifying; 
people are smiling. The deaf man grins and nods, but the information 
that you think you are conveying, that your attention is focused on, may 
be totally misunderstood by the other. 



Dr. Altshuler: 
Yes, that can certainly occur. 
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Diagnostic Considerations in Psychiatric Work 

With the Deaf 

Psychiatric Examination 



I would like to turn now to seine of the diagnostic problems, a few 
of which you saw in action yesterday. 

Diagnosis can be approached in two ways; first, in terms of phe- 
nomenon and symptom diagnosis and secondly, and in more dynamic 
terms, as developmental diagnosis, development of personality traits, 
both normal and pathological. 

For example, starting with the psychosis, schizophrenia; Dr. Alt- 
shuler spoke about the expectancy of schizophrenia in the deaf, which 
may be slightly but not tremendously higher than it is among the 
hearing. It may even not be any higher at all, because of the greater 
length of time that the patients stay in the hospital, and also because 
some of the work that we and others are doing with the hearing in 
schizophrenia seems to indicate that probably the expectancy of 
schizophrenia in the hearing popiilation, is greater than the 1 per- 
cent figure which is so commonly used; so the two may be closer to- 
gether than is generally thought. 

Psychiatrists who have had little contact with the deaf sometimes, 
at first blush, call almost any deaf adult patient who comes in 
schizophrenic, on the basis of what seems to be the fragmented lan- 
guage and the poor grammar and the concreteness. 

It took us a few years, actually, to be able to distinguish the asso- 
ciative disorders, the thinking disorders in the deaf which are 
schizophrenic in nature, from the concreteness and grammatical diffi- 
culties which have to do with the hearing loss. 

It was also difficult to distinguish inappropriate emotional tone or 
shallowness of emotional tone, both of which are typical of schizo- 
phrenia, from some of the empathic difficulties we have already referred 
to, that is, difficulties in appreciating and communicating feelings be- 
tween two people. 



Dr. John D. Rainer 



Dr. Rainer: 
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Using the ex amin er as a tool, I have found that one criterion that 
has frequently served, in this differential diagnosis, is the understand- 
ing by the deaf patient that he is being interviewed by, and is talking 
to, a hearing psychiatrist whose proficiency in the sign language (if 
this is what is being used) is not as great as his. 

The ability of the deaf patient to gauge his communication to the 
skills of the person who is interviewing him, is a useful measure of 
his social empathy and his insight. 

A healthy sense of time and place orientation is shown when a pa- 
tient says, “How did you learn the sign language,” and “Am I speak- 
ing too fast?” Sometimes when I begin to doubt my ability to read 
back the sign language with many of the patients that come, I am 
reassured when communicating with good, healthy deaf persons who 
are able to sign very well, but are signing to me. They Snow that they 
are signing in a way that I, a hearing person — relatively unschooled 
in the sign language — can understand. They don*t sign that way when 
they sign to deaf people who are much better at sign language. "When 
they sign to me, they know to whom they axe signing. This is a feeling 
for and an awareness of the listener, which has served as a rule-of- 
thumb diagnostic criterion, particularly, in respect to some of the 
inappropriateness that goes with schizophrenia. 

We have noticed that some of the more regressed deaf schizophrenic 
patients will simply repeat in signs what you sign to them, a kind of 
echo phenomenon. They seem to be concerned with repetition, of the 
same phrase, of the same question, and sometimes, in their recollections, 
they repeat the same story again and again; something that happened 
at one time in their life. They keep repeating it like the girl we saw 
yesterday, for whom certain words were a constant source of repetition. 

Delusions and hallucinations have been mentioned in our discus- 
sions. Paranoid delusions are present in the deaf, but they are not 
strikingly more c omm on in the deaf than in the hearing. 

The question of auditory hallucinations is an interesting one, and 
not fully worked out. As for other psychotic illnesses, Dr. Altshuler 
has pointed out that agitated depression is found among the deaf, 
including involutional depression, but the symptoms of retarded 
depression are less often seen. 

There is still another tiling about the diagnosis of schizophrenia, 
and tha t is that we have had to rely on the behavior and the bizarre 
actions, rather than on the language or the speech. 

In the nonpsychotic disorders, you actually saw examples of most 
of these yesterday. You saw what we called the primitive personality, 
specifically the girl who was hospitalized with her mother — the im- 
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mtarity ot the inexperience with the immaturity being almost a 
characteristic of many deaf people and particularly ofthl group 

“ ampl6 ° f ^ ^rder, the unruly impulsive bizarre 

a young deaf patlent of 0MS who would steal fran- 
r radios. I dont know what he wanted with a transistor radio- 
we never found out why, but he would steal things and humbly con- 

h , e ^ S< r d DOt tn ° W wh - T he did it m was like a p^cho- 

^thbut not with that suave, complete disregard of right and wrong 

He anew he was wrong after he did it, but it did not stop him frW 
doing it again. 

dif ? efect or superego defect^ in some of these 

of l P j t i b ’ Jt ““f ^ different, perhaps, based on the timing 

thanon d th^ Pm T i° f ^ e SUpe 5 ego ’ on *0 <5Tes of controls, rather 
tnan on the complete absence of control. 

These deaf patients with primitive personalities often show tan- 
faums and subsequently they may turn around and be veiy friendly. 

into^r 6 “ d , fOT a J arge Perrentcgc of the patients coming 
of JL outpatient clime. They show a lack of empathy and a kck 

with th*? ^ awareness. I r* 3 *® 1 suspect this has something to do 
with the lack of affective interchange in the early days. Ititas to be 
d^ranriated from the impulsive disorder tha/comi wito m»M 

iffTrenl Gsrtainly, we must not overlook this 

worif SST^I l S colored b ? a ® fact that we started our 

adult wufl ^ d ,T lth adults - Hist orically, we started with the 
adUt syndromes, and have worked our way back, you might, say to 

fte ado eseent^^ then to the younger deaf patients, thera thl 
aj/S! ™ fr ° m ° rgamc defeet and between brain damage, aphasia 

afel'T we see primary behavior disorders and situational 
* problems. In the adult, aside from the psychotic disorder, 

Tr\ 0f the dassical neurotic ^duome, such as the 
w^Z 1 h ? e come u P° n “o more than one classical hand- 

er h h? aeUr ° S, t don ’t ^ tbe classical neuroses. This difference 
probably has to do with the symbolization process. Possibly the dassi- 
cal neuroses as they have been described, and as we see them in the 
hearing, have .something to do with the symbolization of anxiety. 
nearosis 18 a defense against anxiety, what is the anxiety that th« 
fences in the early years? Perhaps it is different 
ZT3 anxiety m ike hearing. One would expect the overwhelming 
^ ^ ie . migllt ex P erience override the types of 

anxieS f 0 ^ tte gBneral P^ation, such as castration 

anxiety, for example. His anxiety may be symbolized in different ways. 
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One deaf patient I treated, in a dream pictured the loneliness, tue 
lack of appreciation of symbols and of sound "which occurred- in his 
family. He was a hoy who was interested in playing baseball. I was 
interested to see the boy again yesterday in one of the classrooms we 
visited. He seems to be doing well. This boy dreamt that he was in a 
dark baseball stadium, all dark, and the stands were completely dark. 
He could see nothing. He was the catcher behind the plate, and these 
b alls were coming toward him, but they weren't ordinary balls, they 
were ectoplasmic swirls of smoke. Each time the balls hit his glove 
they would drop down and he would miss catching them. Everything 
was dark and he couldn’t see what was going on out there. 

■When I asked him to tell me more about the dream, he simply 
repeated the description of it As I pressed him to tell more, he com- 
plained, ‘We deaf people are dumb, stupid. You can’t expect me to 
tell more about the dream. I don’t understand what you’re asking me. 
It was then posable to tell him, “This is precisely what your dream 
is about. You see but you don’t understand. You think you are stupid. 
You see words and people’s lips, but they are ghostly and fuzzy, and 
it is as though they were coming toward you from a darkness; you 
can’t catch them.” This boy’s hearing family was not very geared to 

communicating with him. _ ,. 

This is a type of anxiety where there is loneliness. The loneliness 

may be defended against at different times in a way that is different 
from defenses against the anxieties which other children face. The 
timetable may differ, and the emotional reactions may differ, the rage 
and anxiety may differ in their quality and in their timing. Differen 
things may be defended against, so that one gets different personality 
structures and different diagnostic descriptions. 



Psychological Testing 
Dr. John A . V ollenw eider 



Dr. Rainer: 

The psychologist is in a good position to pick out some °* the sources 
>f anxiety, of these distortions in thinking, and also some of the body- 
mage defects, and the self-image defects which I have not especially 
nentioned, but which are prominent in the deaf. 
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The next speaker, therefore, is Dr. John Vollenweider, who has 
been doing a good deal of work over the past years in psychological 
testing of our deaf patients. He has also written a chapter in our 
recent book 1 on the role of the psychologist, with particular emphasis 
on the use of the Rorschach test. This chapter is in the classical tradi- 
tion of Dr. Edna Levine’s work with the Rorschach in the normal 
deaf. Dr. Yollenweider has also utilized figure drawings in tests of 
organicity as well as intelligence. He can, perhaps, tell us something 
about what psychological testing can contribute to this very difficult 
problem in which we are now only beginning to fathom the develop- 
mental and phenomenological diagnosis of neurotic and psychotic 
behavior disorders of the deaf of various ages. 



Dr. Yollenweider: 

In the unit for the deaf my two major functions are psychological 
testing and psychotherapy. In this talk I am focusing upon psycho- 
logical testing. 

As with hearing subjects, the primary purposes in testing deaf 
patients are (1) to obtain information which is useful in establishing 
diagnoses and prognoses, and in determining the significant levels or 
significant areas to be dealt with in treatment, (2) to obtain informa- 
tion which would aid in vocational and educational planning, and of 
course, (3) to evaluate the current intellectual functioning of the 
patient, and gain some insight about whether this may represent a 
marked decline in his intellectual capacity, i.e., whether the illness 
has seriously impaired intellectual function. 

I came into the project in 1963, and like most of the other staff 
members in the newly established unit for the deaf at Rockland State 
Hospital, I had no prior experience in working with the deaf. 

In selecting tests for use with our patients, I relied heavily on the 
recommendations of Dr. Edna Levine, and other psychologists with 
extensive experience in this area. On the basis of these recommenda- 
tions, I decided it would be fitting to use the Wechsler Intelligence 
Scales to evaluate intelligence, the Bender Gestalt to test for organicity 
and perceptual-motor functioning, and certain projective personality 
tests, such as the TAT, Rorschach, and the human figure drawings. 

In testing a deaf patient, the extent of the test battery that I use 
is almost entirely dependent upon his ability to communicate. That is 



a BaIner, J. D. and Altshuler, K. Z. Comprehensive Mental Health Services lor the 
Deaf. New Tort State Psychiatric Institute. 1960. 
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the major factor which, sets limits on how many tests I will give. Con- 
trary to what one might expect with disturbed deaf psychiatric 
patients, refusal or resistance to testing is not often a problem. As a 
matter of fact, I think that deaf psychiatric patients are as cooperative, 
or possibly even more cooperative than hearing psychiatric patients. 

I also found the deaf to be a very tolerant, patient group. For a long 
time I had a great deal of difficulty with the agn language, and I would 
often have to ask patients to repeat and repeat what they had com- 
municated. It was only a rare occasion when one of them would show 

any irritability. . , 

Til administering tests, the mode of communication I use is also 
determined by the patients’ communication skills. Among all the 
patients I have tested, a few were such competent oralists and lip- 
readers that all directions and explanations could be given orally. 
With the vast majority of patients, simultaneous speech and signing 
proved the most effective approach. A few patients were so lacking 
in any conventional communication skill, that reliance had to be placed 

on pantomime. _ 

Regardless of which mode of c ommuni cation was used, it soon be- 
came obvious, as it has to any psychologist who has worked with the 
deaf, that a great deal of caution had to be exercised to insure that a 
patient understands what is expected of him. If pains are not taken to 
insure comprehension, the danger of faulty interpretation of tost 
responses is great For example, on tests sampling capacity for verbal 
reasoning and judgment, a deaf person can give responses which are 
extremely irrelevant, tangential, and seemingly confused. Such re- 
sponses could easily be misinterpreted as indicating pathological 
disturbance in thinking, whereas, in reality, they are merely the result 
of faulty comprehension. 

Certain modifications of standard testing procedures are used to 
insure comprehension. Instructions are simplified and test questions 
are rephrased using language and concepts with which the deaf are 
familiar. Levine made such an adaptation of the Wechsler Verbal 
test items, being careful not to change the difficulty level of test items. 
Another modification of standard testing procedure is that far greater 
emphasis is placed on demonstration of tost materials than is the case 

when working with hearing patients. _ . . 

The test -battery which I have described has both merits and limita- 
tions. I have already mentioned one of the major limitations, namely, 
that quite often it is not- posable to use very rewarding tests such as 
the Eoraehach and TAT because of a patients 1 poor commutation 
skill. Another factor which detracts from the usefulness of these 
teste is that the majority of patients IVe given them to were very 
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underproductive on these tests. On the [Rorschach, for example, the 
average number of responses given by hearing subjects is about 25 
while that of our deaf schizophrenic was 18. Furthermore, elaboration 
of Rorschach responses is usually minim al. On the TAT, the stories 
elicited from deaf patients are more like descriptions of the pictures, 
rather than interpretations of them. Both the qualitative and quanti- 
tative limitations of the patients’ responses to the projective tests limit 
the usefulness of the tests for achieving comprehensive pictures of 
personality structure. 

Another major limitation of the battery is that all of the tests were 
developed and standardized with hearing subjects. Very few tests 
have been designed specifically for use with the deaf. 

"While it is true that many studies have been done with the deaf 
employing these tests, the vast majority suffer from such marked 
limitations in scope and design that the reported findings cannot serve 
as normative data. Therefore, the psychologist has no alternative but 
to use tests designed for the hearing, keeping in mind that blind use 
of hearing norms to evaluate test, performance of deaf patients would 
be foolhardy and misleading. In the absence of adequate normative 
data, great care must be exercised in deciding to what extent deviations 
in performance represent pathology, or are the natural consequences 
of deafness, limited language facility, scholastic background, and the 
like. 

In spite of these maj or shortcomings of the test battery, it has proved 
useful in a number of important respects. The battery, together with 
close observations of the patient during testing, usually yields a 
reasonably valid assessment of intellectual functioning and capacity, 
major personality traits, adequacy of controls, diagnosis and prognosis. 
Support for the validity of test-based inferences came from their high 
concordance with independent psychiatric judgments and from ob- 
servation of the patients overalong period of time. 

I will now like to say a few words about the Rorschach performance 
of 22 deaf schizophrenics I examined between 1963 and 1966. 1 want 
to stress that this sample of schizophrenics is both selected and 
heterogeneous and that generalization drawn from the test data must 
be limited. The data cannot be taken as normative but they do at least 
provide a descriptive portrait of the patient group on which they are 
based. They also provide leads and hypothesis for systematic research 
at a future date, once a sufficient number of Rorschach protocols are 
collected. 

I wanted to have some idea of the performance of normal deaf 
subjects on the Rorschach for purposes of comparison, In, searching 
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the literature I was only able to find a few studies. Of these, the best 
was a well designed investigation by Levine* who used a carefully 
selected group of 31 normal deaf adolescent females. Comparison of 
the [Rorschach data of Levine’s normal subjects with those of the 
schizophrenic subjects revealed a number of significant differences. 

On the average, the normal deaf subject produces as many responses 
as does the average hearing subject. The average productivity of the 
schizophrenic, on the other hand, was considerably lower. This limited 
productivity probably stemmed from blocking, poverty of associa- 
tional content, lack of flexibility, limitations in adaptability to new 
situations, and impairment of capacity for differential perception and 
abstractions. 

A second major difference between the groups was that Levine’s 
subjects showed a tendency to respond primarily to the obvious, major 
subdivisions of a blot, while being relatively unresponsive to the blot 
taken as a whole. Exactly the opposite tendency was observed in the 
schizophrenic group. This finding, together with qualitative aspects 
of the responses, indicated that the perception of deaf schizophrenics 
has a global, undifferentiated quality, while that of the normal deaf 
subjects reflects a tendency toward concreteness and a need to cling to 
what is familiar and obvious. 

Another significant difference suggested by intergroup comparison 
is that the schizophrenics guard against uncertainty by restricting 
their attention to inconsequential, minute aspects of their environment. 
The normals did not show this behavior. 

Differences related to capacity for reality testing and emotional 
responsiveness were in the expected directions — the normals showing 
considerably greater objectivity and capacity for relatedness. 

In closing. I again want to stress that the Rorschach findings I have 
reported are based on a small, very heterogeneous sample of schizo- 
phrenics. The findings are not intended as normative data. Their m ain 
value is that they indicate that the Rorschach may be used with deaf 
psychotics, and that from such productive clinical application, hypoth- 
eses may be derived which can be tested systematically in the future. 



Dr. Rainer: 

What about tests for organidty ? Are these valid? 



, *Lerine, B. S. Youth to a Boundlott World, New York, N.Y. Unlrereity Frew, 1956. 
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Dr. YoUenw eider: 



I used the Bender Gestalt test, as a test of perceptual motor develop- 
ment, and also to evaluate organicity. It is quite a good test for 
determining this. I use this to supplement the findings of the Wechsler- 
Bellevue scales and the Rorschach, which also may or may not suggest 
organicity. 



Dr. Boston: 

Were the Wechsler and Bender normal? 



Dr. VoUermeider: 

The Benders were very interesting in terms of something that some- 
one else said before; namely, that the deaf were compensating with 
vision for the absence of hearing. The average deaf patient seems to 
have better recall of Bender designs than his hearing counterpart. 
Quite a few patients will not only recall the Benders exactly, but they 
will also reproduce them in the order that they originally were pre- 
sented. Their immediate recall of the designs is, I would say, superior 
to that of hearing adults. 

In the Bender, they have a design in front of them when they first 
reproduce it. But at the end I take the design away, wait 10 seconds, 
and then have them reproduce it from memory. 

I find they do pretty well on both. They do about average on the 
reproduction, but very well on the recall. 

Another interesting thing I found, using the Rorschach, is that the 
deaf schizophrenics do not produce extremely disturbed responses as 
do the hearing patients. They don’t have the gory, the very florid 
quality of the Rorschachs of many hearing schizophrenics. That was 
an interesting finding. 

Dr. Adams: 

What about the drawing of the human figure? Is that as disturbed 
with adult deaf as it is with child deaf ? 



Dr. Yollermeider: 



I routinely give figure drawings. 
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Dr. Adams: 

With deaf children, one of onr psychologists found that there is a 
tremendous disturbance in body image and in the capacity to visualize 
the human figure as an intact, integrated uni t. 



Dr. VoUenweider: 

Particularly with schizophrenics and organics, of course. 

Dr. Adams: 

Do adult deaf show disturbance in body image? 

Dr. VoUenweider: 

Tee, they often do. 

Dr. Levy: 

Do we have a standardized group of drawings from nonpsvehotic 
deaf to be compared with those of the psychotic deaf ? 






Dr. VoUenweider: 



That is precisely what we need. I understand that some psychologists 
are accumulating this kind of drawing for that very purpose. 



Dr. Levy: 

Do you ever administer animal drawings? Do you ask vour patients 
to draw animals? 

Dr. Vollemoeider: 



No, I haven’t used them. 



Group Therapy 

Dr. M. Bruce Sarlin 



Dr. Rcmer: 

We need every tool we can get. This afternoon we are going to turn 
to the problems of treatment and therapy. We hope to bear more from 
some of you who have been doing therapy individually and in groups 
with the deaf. 

Now we will end our mo r ni ng program with a discussion of the 
group therapy or group discussion sessions with the deaf students at 
the New York School for the Deaf. We have a television tape and a 
discussion by Dr. Sarlin. 



Dr. Sarlm: 

This paper and audiovisual presentation represent some observa- 
tions and a progress report of a preventive group psychotherapy pro- 
gram with deaf adolescents. The subjects were students at the New 
York School for the Deaf, White Plains, N.Y. The student popula- 
tion, composed of 277 children from 3% to 19 years of age, receive a 
special education geared to the handicap of early total deafness. As 
you have already heard, the students come mainly from the New York 
City metropolitan area or nearby suburban comities; most reside at 
the school and return home only on weekends. 

A striking feature of our early findings with the deaf students was 
a widespread lack of group cohesiveness. With a group of 10-12- 
year-old boys, this appeared to inhibit and prevent them from estab- 
lishing an effective therapeutic alliance, with the boys remaining 
seven individuals clamoring for the doctor’s attention. Among two 
groups of older students (boys 13-16 years and girls 13-15 years) 
there appeared to be a considerable lag in the development of a codi- 
fied, accurate knowledge of sexual reproductive function, despite con- 
siderable interest and active experimentation among the students, 
although the girls showed some concern with their future roles as wife 
and mother. A preoccupation with violence and retaliation was also 
notable among the boys. 
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To extend these findings, we set out to determine how a representa- 
tive, undiagnosed group of students at the school would compare with 
the previo usly observed groups. We (hose a study hall class of 15- 
and 16-year-old students consisting of 5 boys and 4 girls, most of whom 
attended classes together. We felt that this already existing somewhat 
cohesive group migh t enha nce our therapeutic efforts. Our goals for 
the study were, first, to explore the group’s potential for interaction 
with each other, to encourage them in developing group feelings and 
responsibilities, to elicit any common preoccupations or concerns, to 
determine any sex-specific differences in these areas, and finally, to 
detect and treat any incipient signs of emotional disorder. 

Meeting once a week since October 1966, the student group has 
gradually welded it'^lf into a working therapeutic team in alliance 
with the therapist. C ommunic ation has been carried on by all avail- 
able mo dalit ies, including speech and the manual language. The course 
of the group has not been smooth or without complications, and the 
group has passed through several difficult stages along the way. 

The first session was attended by Mrs. Minor, the school psychol- 
ogist, myself and Dr. Rainer, who supervised and guided the thera- 
peutic team in the turbulent sessions during the first half of the 
academic year. Subsequently Dr. Altshuler has been supervising the 
group, mostly with the use of taped recordings, as well as with notes 
made in retrospect, immediately following the group sessions. 

Initially, considerable interest and suspiciousness was expressed 
regarding the reasons for the specific study hall group chosen. There 
were a number of fears expressed, and some trepidation, which even- 
tually became intermingled with a certain pleasure oyer the exclusive- 
ness of the students’ relationship with the therapist. Considerable 
testing ensued during the early sessions, with the students offering 
many questions regarding intellectual, metaphysical, and religious 
matters, and with each student attempting to involve the therapist in 
a diadic relationship to the exclusion of the others in the group. 

Perhaps partly in response to the therapist’s efforts to avoid such 
exclusive relationships, several students in the fourth session began 
voicing complaints that the school was doing very little for them, and 
they contemplated leaving school to get a job. At this point the bar- 
riers between the students began to break down, with several individ- 
uals expressing a lot of feeling about the values and benefits of a com- 
pleted education, and the advisability of remaining in school. Those 
students who had been silent heretofore began to share their feelings 
in an active discussion. The potential dropouts were dramatically 
admonished, and there were even hints of a wish for continued 
friendship. 



